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In this paper I propose to consider some practical 
aspects of the problem of diarrhea and vomiting in 
infancy. The condition is common also in the second 
year, but as age advances it tends to be less serious in 
its symptoms and effects. My remarks will apply to 
“gastro-enteritis ’’ or diarrhea and vomiting in infants 
only. 

The ‘* Catarrhal Infant ”’ 

In London, infantile diarrhea and vomiting is seen 
chiefly among the very poor, living under the worst 
conditions of housing and hygiene. At birth the 
London slum child is generally of average weight and 
apparently healthy. For some weeks it may thrive, 
but in many cases, often before the third month, a 
condition becomes manifest which is very character- 
istic of infants of this social class—namely, a 
remarkable liability to infections of various mucous 
membranes. Rhinorrhewa, otorrhewa, diarrhea and 
vomiting, bronchitis, and pyelitis are all very common. 
Exhibition of this catarrhal tendency is accompanied 
or succeeded by a failure of nutrition in varying degree. 
The catarrhal infant is usually bottle-fed from birth ; 
or if it has been breast-fed for a few weeks or months 
artificial feeding has later being resorted to, either 
because the mother’s milk supply has failed, or because 
the baby was “ not getting on.” 

It is a striking fact that this catarrhal state is almost 
confined to the slum infant. Babies of the poor in 
rural districts are but seldom affected ; nor are those of 
the well-to-do, or the well-fed artisan, classes; Dirt, 
overcrowding, lack of sunshine and fresh air ; feeding 
upon ill-balanced diets notably deficient in fat-soluble 
vitamins and animal protein—such are the conditions 
of adult life which predispose to the catarrhal 
diathesis in the infant. 

It is now well established that an expectant mother 
fed on a deficient dietary supplies her young with the 
essentials for growth at the expense of her own tissues. 
At term the mineral and vitamin resources of these 
mothers must be almost exhausted. Often lactation 
ceases after a few weeks, and this may be regarded as 
nature’s provision to protect the mother from serious 
hurt. In spite of the maternal chemical and tissue 
sacrifices it can hardly be doubted that the infant will 
suffer in proportion to the dietetic deficiencies of the 
mother. As has been noted, at birth the slum infant 
may be of average weiglit and apparently healthy. 
Nevertheless it can have but a scanty store of vitamins, 
especially the fat-soluble factors. Deficiency of the 
anti-infective vitamin A is probably the root cause of 
the slum infant’s vulnerability to mucous membrane 
infections. Faulty hygiene and environmental con- 
ditions increase the likelihood of infection. Resistance 
is further lessened by anemia in the infant, and finally 
by that intangible but important “ constitutional 
factor’ of congenital weakness, handed down from 
unhealthy parents. 


Gastro-enteritis and its Origins 


Diarrhea and vomiting is the most serious. 
manifestation of the catarrhal syndrome. It is a 
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misconception to regard “‘D. and V.” as an infective 
disease attacking infants only in the late summer 
months. Cases are quite common in winter and 
spring, especially in damp, foggy weather, and during 
the past five years there have been definite outbreaks 
coinciding with outbreaks of influenza in the adult 
population. An etiological relationship with influenza 
is suggested, but apparently negatived by the fact 
that infants of the better-fed classes are spared. In 
**influenzal ”’ cases the first symptom is cough, with 
diarrhea and vomiting coming on about two days 
later. Examination reveals a catarrhal throat without 
membranous exudate, and there may be, in addition, 
signs of bronchitis. The clinical course strongly 
suggests that in these cases swallowed sputum leads 
to infective gastritis. This results in achlorhydria, 
rapid emptying of the stomach, and “fermentative ”” 
diarrhea. The actual infecting organism may be the 
streptococcus. 

The mechanism of infection in all non-specific cases 
is probably similar. Low gastric acidity, avitaminosis, 
and anemia combine to facilitate infection of the 
stomach. There is a definite group of cases in which 
vomiting and diarrhwa follow some gross dietetic 
error ; the symptoms appear to arise from irritation 
by food. It may be inferred that indigestible food 
irritates the gastric mucosa and facilitates infection by 
organisms which may be derived from the nasopharynx 
or conveyed from the infant’s fingers. There appears, 
indeed, to be no essential difference between cases 
arising from irritation by food, and those which result 
from primary gastro-intestinal infection by contami- 
nated milk, &c. 

In the present state of our knowledge, exact 
classification of cases is not possible, but a rough 
clinical grouping might be made as follows :— 

Group 1: Irritative in origin.—Arising from faulty 
feeding. Irritation of the gastric mucosa by undi- 
gested food may precede infective gastritis. 

Group 2: Cases of primary gastro-intestinal infection. 
The vehicle of infection is contaminated milk, dirty 
teat or “ comforter,” dirt on the infant’s fingers, &c. 
This group will include the cases of epidemic enteritis 
known as “‘ summer diarrhea.” 

Group 3: Cases of diarrhea and vomiting due to a 
secondary infection of the gastro-intestinal tract.—In this 
group the primary infection is in the throat or bronchial 
tree ; sputum is swallowed by the infant and this sets 
up an infective gastritis from which diarrhma arises. 
It may be that in some cases the infection of the 
gastric mucosa spreads to involve the small intestine. 
This conception of direct infection of the gastric 
mucosa resulting in diarrhea and vomiting is held to 
explain the onset of enteral symptoms in cases of 
bronchitis, tonsillitis, and early otitis media when 
toxemia is clinically inconspicuous. 

Group 4: Symptomatic or toxic.—Toxic vomiting 
is a common symptom of many acute infections in 
infants. Diarrhoa may coexist. Thus, diarrhea 
and vomiting may be the only obvious symptoms in 
acute pyelitis, and mask the diagnosis if the urine is 
not examined. Broncho-pneumonia and acute mastoid 
inflammation are often complicated by symptoms of 
gastro-enteritis. The latter may arise, as suggested 
above, by direct infection from swallowed sputum. 
Even if this be so, toxemia will aggravate the 
condition. 

Group 5: Specific infective growp.—Due to dysentery 
bacilli, organisms of the coli-typhoid group, &c. 
The researches of W. G. Wyllie and of D. Nabarro 
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ADDRESSES AND ORIGINAL ARTICLES 


DIARRHEA AND VOMITING IN INFANTS 
SOME PRACTICAL CONSIDERATIONS 


By J. Bruce Youne, M.D. Epin., M.R.C.P. Lonp. 


ASSISTANT PHYSICIAN TO THE NATIONAL TEMPERANCE HOSPITAL * 
MEDICAL REGISTRAR, ROYAL NORTHERN HOSPITAL ; AND 
LATE ASSISTANT MEDICAL OFFICER, NORTH 
MIDDLESEX COUNTY HOSPITAL 





In this paper I propose to consider some practical 
aspects of the problem of diarrhea and vomiting in 
infancy. The condition is common also in the second 
year, but as age advances it tends to be less serious in 
its symptoms and effects. My remarks will apply to 
“gastro-enteritis ’’ or diarrhea and vomiting in infants 
only. 

The * Catarrhal Infant ”’ 

In London, infantile diarrhea and vomiting is seen 
chiefly among the very poor, living under the worst 
conditions of housing and hygiene. At birth the 
London slum child is generally of average weight and 
apparently healthy. For some weeks it may thrive, 
but in many cases, often before the third month, a 
condition becomes manifest which is very character- 
istic of infants of this social class—namely, a 
remarkable liability to infections of various mucous 
membranes. Rhinorrhwa, otorrhewa, diarrhe@a and 
vomiting, bronchitis, and pyelitis are all very common. 
Exhibition of this catarrhal tendency is accompanied 
or succeeded by a failure of nutrition in varying degree. 
The catarrhal infant is usually bottle-fed from birth ; 
or if it has been breast-fed for a few weeks or months 
artificial feeding has later being resorted to, either 
because the mother’s milk supply has failed, or because 
the baby was “ not getting on.” 

It is a striking fact that this catarrhal state is almost 
confined to the slum infant. Babies of the poor in 
rural districts are but seldom affected ; nor are those of 
the well-to-do, or the well-fed artisan, classes; Dirt, 
overcrowding, lack of sunshine and fresh air ; feeding 
upon ill-balanced diets notably deficient in fat-soluble 
vitamins and animal protein—such are the conditions 
of adult life which predispose to the catarrhal 
diathesis in the infant. 

It is now well established that an expectant mother 
fed on a deficient dietary supplies her young with the 
essentials for growth at the expense of her own tissues. 
At term the mineral and vitamin resources of these 
mothers must be almost exhausted. Often lactation 
ceases after a few weeks, and this may be regarded as 
nature’s provision to protect the mother from serious 
hurt. In spite of the maternal chemical and tissue 
sacrifices it can hardly be doubted that the infant will 
suffer in proportion to the dietetic deficiencies of the 
mother. As has been noted, at birth the slum infant 
may be of average weight and apparently healthy. 
Nevertheless it can have but a scanty store of vitamins, 
especially the fat-soluble factors. Deficiency of the 
anti-infective vitamin A is probably the root cause of 
the slum infant’s vulnerability to mucous membrane 
infections. Faulty hygiene and environmental con- 
ditions increase the likelihoed of infection. Resistance 
is further lessened by anzmia in the infant, and finally 
by that intangible but important ‘“ constitutional 
factor ’’ of congenital weakness, handed down from 
unhealthy parents. 


Gastro-enteritis and its Origins 


Diarrhea and vomiting is the most serious 
manifestation of the catarrhal syndrome. It is a 
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misconception to regard “‘D. and V.” as an infective 
disease attacking infants only in the late summer 
months. Cases are quite common in winter and 
spring, especially in damp, foggy weather, and during 
the past five years there have been definite outbreaks 
coinciding with outbreaks of influenza in the adult 
population. An xtiological relationship with influenza 
is suggested, but apparently negatived by the fact 
that infants of the better-fed classes are spared. In 
**influenzal ” cases the first symptom is cough, with 
diarrhea and vomiting coming on about two days 
later. Examination reveals a catarrhal throat without 
membranous exudate, and there may be, in addition, 
signs of bronchitis. The clinical course strongly 
suggests that in these cases swallowed sputum leads 
to infective gastritis. This results in achlorhydria, 
rapid emptying of the stomach, and “fermentative ” 
diarrhea. The actual infecting organism may be the 
streptococcus. 

The mechanism of infection in all non-specific cases 
is probably similar. Low gastric acidity, avitaminosis, 
and anemia combine to facilitate infection of the 
stomach. There is a definite group of cases in which 
vomiting and diarrhea follow some gross dietetic 
error ; the symptoms appear to arise from irritation 
by food. It may be inferred that indigestible food 
irritates the gastric mucosa and facilitates infection by 
organisms which may be derived from the nasopharynx 
or conveyed from the infant’s fingers. There appears, 
indeed, to be no essential difference between cases 
arising from irritation by food, and those which result 
from primary gastro-intestinal infection by contami- 
nated milk, &c. 

In the present state of our knowledge, exact 
classification of cases is not possible, but a rough 
clinical grouping might be made as follows :— 

Group 1: Irritative in origin.—Arising from faulty 
feeding. Irritation of the gastric mucosa by undi- 
gested food may precede infective gastritis. 

Group 2: Cases of primary gastro-intestinal infection. 
The vehicle of infection is contaminated milk, dirty 
teat or “‘ comforter,” dirt on the infant’s fingers, &c. 
This group will include the cases of epidemic enteritis 
known as “‘ summer diarrhw@a.” 

Group 3: Cases of diarrhea and vomiting due to a@ 
secondary infection of the gastro-intestinal tract.—In this 
group the primary infection is in the throat or bronchial 
tree ; sputum is swallowed by the infant and this sets 
up an infective gastritis from which diarrh@a arises. 
It may be that in some cases the infection of the 
gastric mucosa spreads to involve the small intestine. 
This conception of direct infection of the gastric 
mucosa resulting in diarrhea and vomiting is held to 
explain the onset of enteral symptoms in cases of 
bronchitis, tonsillitis, and early otitis media when 
toxemia is clinically inconspicuous. 

Group 4: Symptomatic or toxic.—Toxic vomiting 
is a common symptom of many acute infections in 
infants. Diarrhea may coexist. Thus, diarrhwa 
and vomiting may be the only obvious symptoms in 
acute pyelitis, and mask the diagnosis if the urine is 
not examined. Broncho-pneumonia and acute mastoid 
inflammation are often complicated by symptoms of 
gastro-enteritis. The latter may arise, as suggested 
above, by direct infection from swallowed sputum. 
Even if this be so, toxzemia will aggravate the 
condition. 

Group 5: Specific infective growp.—Due to dysentery 
bacilli, organisms of the coli-typhoid group, &c. 
The researches of W. G. Wyllie and of D. Nabarro 
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and A. G. Signy have shown that diarrhcea of dysen- 
teric origin is not very rare in London, but this group 
will not be further considered here. 


Diagnosis 


The taking of a careful history should never be 
neglected. Parenteral infections should be looked for ; 
the ears, chest, urine, and stools, as well as the 
abdomen, should be investigated. Any parenteral 
infection found must be treated appropriately. The 
degree of dehydration should be assessed by a con- 
sideration of the state of the fontanelle, the eyes, 
and the skin. Depressed fontanelle, sunken eyes, 
and ‘dry inelastic skin indicate severe dehydration. 
In illustration of the importance of careful examina- 
tion I may recall the case of an infant admitted to 
hospital under my care some years ago. There was a 
history of cough, vomiting, and frequent liquid stools, 
sometimes mixed with blood. Examination of the 
abdomen was negative. Inspection of the stools 
confirmed the mother’s story as to the presence of 
blood and slime. Under routine treatment all the 
symptoms subsided. About ten days afterwards the 
infant was reported to have vomited and again passed 
blood and mucus. The abdomen was not imme- 
diately examined. A few hours later an intussusception 
was found. 


Management of the Case 


General considerations.—Except in some cases in 
Group 1, infantile diarrhea and vomiting, once 
established, shows no tendency to spontaneous 
remission. Loss of fluid from repeated vomiting and 
purging leaves the infant in a state of dehydration. 
The fluid constituent of the blood is depleted, the 
blood pressure falls, and, in fatal cases, the infant dies 
from circulatory failure. Therefore, the fundamental 
aim in treatment must be to restore the volume of 
the blood and tissue fluid by the administration of 
large quantities of saline solution, by methods which 
will be described. At the same time steps are taken 
to arrest the vomiting and control the diarrhea. 
Any scheme of treatment must naturally include an 
attempt to overcome the enteral infection, prevent 
reinfection of the infant, and prevent spread of 
infection to other infants. 

Infectivity—Every case of infantile diarrhea is 
infective. A case regarded as due to irritation by food 
is just as likely to give rise to infection of other infants 
in a hospital ward as is a case of ‘‘ summer diarrhca.”’ 
Spread of infection is by contagion. A careless nurse 
may convey the infection to every infant in the ward. 
Flies must be regarded as potential carriers of infection 
from one infant to another. 

Nursing.—A baby with diarrhea should be isolated, 
and for the first 24 hours of treatment should have a 
nurse who gives it her undivided attention. If 
isolation is impossible the case can be “ barrier- 
nursed ”’ in the ward, “ typhoid precautions ”’ being 
observed. The prevention of spread of infection 
should be a point of honour amongst 
like the prevention of bedsores in 
subjects. 

The infant must be kept scrupulously clean, 
napkins being changed as soon as they are soiled. 
Disinfection and cleansing of these napkins should be 
carried out in a special room set aside for the purpose. 
The affected baby’s feeding-bottle must not be 
brought into the kitchen where the ward feeds are 
prepared. Every detail of complete isolation must 
be considered. Heavy clothing is undesirable; the 
infant should be kept warm by hot bottles. The 
room should be well ventilated, the air warm and dry. 
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Flies are to be excluded by draping fine netting over 
the cot. 

Auto-reinfection.—The possibility of auto-reinfection 
must be considered. To prevent fingers contaminated 
with feces being conveyed to the mouth, light 
cardboard splints should be applied around the 
elbows. These are effective and cause no hardship 
to an infant. 


Details of Treatment 
STARVATION 


In every case food is withheld for at least six 
hours. The length of the starvation period cannot be 
decided when the case first comes under treatment, 
but some idea is given by the degree of dehydration. 
When the symptoms have been very severe it is 
unlikely that the infant will be in a fit state to 
assimilate nourishment after six hours’ starvation. 
On the other hand, mild cases frequently do not 
require to be starved for longer than this. It is a 
convenient practice to impose on all cases a trial 
period of six hours’ starvation. At the end of this 
time a decision must be made as to whether or not 
feeding may be begun. The best guide is the con- 
dition of the stools: if these are still liquid it is folly 
to feed the child; further starvation is necessary. 
Only when the diarrhea is controlled may feeding 
be safely commenced, but very few infants require to 
be deprived of food for more than 12 hours. Some- 
times an infant is so weak and shocked from repeated 
purging that the physician may fear to starve it; 
but in such cases of doubt it is well to remember 
that infants stand starvation much better than 
dehydration. Liquid stools contra-indicate feeding. 
Throughout the whole of the starvation period the 
infant is given that which it needs more than nutri- 
ment—namely, fluid. The fluid administered is 
saline in half or full strength or boiled water. The 
methods of administration will subsequently be 
described. 

LAVAGE 


Gastric lavage should be the first step in active 
treatment, and in infants it presents no difficulty. <A 
suitable tube is the No. 18 Jacques’ cesophagus tube. 
Failing this, the largest available red rubber catheter 
can be used, but it is less satisfactory, since it does 
not completely fill the esophagus and during lavage 
the infant tends to vomit past the tube. Warm 
sterile water (with or without sodium bicarbonate 
—a teaspoonful to a pint) or saline can be used. 
Usually the infant’s stomach is empty, but the 
washings may contain mucus or curds. Lavage 
should be continued until the washings return as 
clear as the entering fluid. This generally entails 
the use of a good deal of fluid. Washing out the 
stomach has a remarkable effect in stopping the 
vomiting. After lavage the infant can retain water 
given by the mouth. If lavage is not performed, 
even water is often vomited. 

Colon lavage.—Attention is now directed to the 
large bowel, which is washed out by means of a soft 
rubber catheter connected with a funnel or douche- 
ean. The infant’s hips should be raised and the 
pressure of the entering fluid low—the funnel not 
being higher than 2 feet above the hips. Colon lavage 
should be repeated twice in the first 24 hours. 


TREATMENT OF DEHYDRATION : FLUID REPLACEMENT 


(a) After gastric lavage, water is given by the 
mouth. Unless the infant is sleeping it should be 
offered sterile water every half hour from the feeding 
bottle, or from a spoon if too weak to suck. The 
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quantity given is as much as the infant can be induced 
to take. Water given by the mouth is of the greatest 
value, but a dehydrated infant is in immediate need 
of more fluid than it can drink. Additional means 
of supplying the fluid must be resorted to. 

(b) Subcutaneous salines are commonly employed, 
but as only a limited amount of fluid can be forced 
into the subcutaneous tissues at any one site, multiple 
needle punctures are necessary. Thick needles are 
generally employed and the treatment is painful. 

(ec) Intraperitoneal saline.—In the treatment of 
these cases I have abandoned the giving of subcu- 
taneous salines in favour of intraperitoneal salines. 
The peritoneal cavity is a convenient reservoir of 
great absorptive capacity. Large quantities of fluid 
can be injected quickly, and absorption is rapid. 
There is no danger in giving intraperitoneal salines 
provided abdominal distension is absent. The presence 
of a distended bladder must also be excluded. 

Requirements for the operation.—{1) 10 oz. half-strength 
saline at 110 ° F., in sterile enamelled jug. This stands in a 
basin of hot water in order to prevent cooling. (2) 10 or 20 
c.cm. syringe: hypodermic syringe and sharp hypodermic 
needle. (3) Sterile 1 per cent. novocain solution (Novutox 
is a suitable preparation). (4) Sterile towels: iodine: gauze 
or cotton-wool swabs. 

The operation is carried out in front of a good fire, 
the infant being placed on a locker covered with 
several layers of folded blanket. The abdomen is 
exposed and the clothes are kept clear of the operation 
area by means of a suitably applied sterile towel. 
Another sterile towel is tucked in over the napkin 
and folded round the infant’s legs. At this point the 
baby is given a feeding-bottle containing sterile water. 
The bottle is held by a nurse, who watches the child’s 
arms, and if necessary gently prevents their contact 
with the abdomen. 

A convenient site for the injection is about 1 inch 
below and to the right of the umbilicus. After 
painting the abdomen with iodine, an intradermal 
injection of novutox is given, which precedes the 
steady infiltration of the subcutaneous tissues down 
to the parietal peritoneum. When the hypodermic 
needle is felt to pass into the peritoneal cavity the 
small syringe is detached, leaving the hypodermic 
needle in situ. To this needle the 10 or 20 c¢.cm. 
syringe, filled with half-strength saline, is attached, 
and the contents are injected into the peritoneal 
cavity. Thereafter the syringe is detached and 
refilled and the injection is repeated. This is done 
again and again until the desired quantity of fluid 
has been instilled. An average small infant of about 
six months generally takes about 7 or 8 oz. The 
hypodermic needle is then withdrawn. The minute 
puncture does not require sealing, but flexible collodion 
may be applied if one chooses. 

From start to finish this little operation does not 
take more than 20 minutes. Carried out as described 
it has certain advantages, viz. :— 


curved needle or 


other 
y available is required. 


The 
There 


(1) Simplicity.—No special 
apparatus not enbvenselll 
infant’s attention is devoted to the feeding-bottle. 
is no crying. 

(2) Painlessness and absence of shock. 

(3) A relatively large amount of fluid is instilled within 


a short time. Absorption is rapid. In most cases, before 
the operation is complete, an improvement in the infant’s 
condition is obvious. 
The frequent detachment of the syringe is rather 
tedious, but a gravity-feed arrangement or the employ- 
ment of a large capacity syringe would necessitate the 
use of a thick needle. 

The amount of intraperitoneal saline to be instilled 
depends to some extent upon the size of the child 
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and upon the degree of dehydration, but the peritoneal 
cavity must never be distended with saline. To do so 
would hamper the respiratory movements and incur 
the risk of circulatory failure or hypostatic pneumonia. 
The optimum amount for each individual case is a 
matter of judgment based upon experience. A rough 
idea of the quantity of saline in ounces which can 
safely be given may be arrived at by adding one to 
the age of the child in months—e.g., an infant of 6 
months is likely to accommodate 7 oz. without 
embarrassment of the diaphragm. The intraperitoneal 
infusion may be repeated at any time if the infant's 
condition calls for it. 

Alternative technique for intraperitoneal infusion.— 
I am indebted to Mr. Robert L. Galloway, surgeon 
to the North Middlesex County Hospital, for the 
suggestion that the Jubé blood transfusion apparatus 
can be employed for peritoneal infusion of saline. 
His method is extremely satisfactory. It involves, 
of course, special apparatus—the Jubé syringe. With 
the Jubé syringe the required quantity of saline can 
be injected in a few minutes, without having to 
uncouple from the needle, 5 c.cm. being injected at 
a time. If the Jubé apparatus is available, this 
technique is a definite advance. Local anesthesia 
precedes the introduction of the Jubé needle into the 
peritoneal cavity. 

(d) Intravenous saline.—In skilled hands saline 
can be introduced into the longitudinal sinus. The 
technique is difficult and not without risk ; therefore 
this procedure is not to be recommended. 


MEDICINAL TREATMENT: KAOLIN 


The drugs ordinarily used (bismuth, calomel in 
small doses, &c.) are of little service in severe diar- 
rhea. In my experience there is one remedy which 
is of value—namely, kaolin. This is a fine greyish- 
white powder, insoluble, but readily miscible with 
water to form a fine suspension. Kaolin is stated to 
have the property of adsorbing toxins. At all events, 
by coating the bowel it favours constipation. The 
value of this remedy in diarrhea is well established, 
but large amounts must be given in severe infantile 
diarrhea. Kaolin can be given by the mouth, but 
as in the case of water given by the mouth the infant 
can seldom take as much as it needs. This difficulty 
can be overcome as follows :— 

4 to 1 oz. of kaolin (Crooke’s Collosol preparation) is mixed 
with about 2 0z. of hot water. Before withdrawing the 
cesophagus tube after gastric lavage (the first step in treat- 
ment) this suspension of kaolin is delivered into the stomach. 
In some cases within a few hours a formed clay-coloured stool 
is passed which consists almost entirely of kaolin. This 
indicates that the diarrhcea is being brought under control. 

After the first large dose of kaolin given as 
described, smaller doses are offered to the infant in a 
teaspoon at frequent intervals. Some babies take 
kaolin well. Some dislike it. If the stools remain 
liquid after a few hours and if the infant is unable 
to take sufficient kaolin by the mouth, the esophagus 
tube is again passed and a second large dose is 
delivered into the stomach. 


FEEDING 


Feeding is commenced only when the diarrhea 
has been brought under control. This may take 
6 to 12 hours. During the starvation period the 
infant has been drinking as much sterile water as it 
is willing to take, in addition to having received saline 
intraperitoneally. For feeding, dilute lactic acid 
skimmed milk is chosen (Lacidac is a convenient 
preparation). 

For the first 48 hours the infant is fed every two 
hours—ten feeds in each 24 hours. To begin with, 
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the size of the feed should not exceed 4 oz., and 
increase should be very gradual, about 2 drachms at 
a time: Dextri-maltose, grs. 10, may be added to 
each feed for the first 48 hours, and this amount 
may be gradually increased. By the beginning of 
the fourth day the interval between feeds can be 
increased to three hours. The amount of the feed is 
then about 2 oz. with added dextri-maltose grs. 30, 
eight feeds being given in 24 hours. After four days 
if there is no tendency to relapse and the infant is 
hungry the feeds are again increased in bulk and 
calorie value.. The temptation to increase the size 
of the feeds quickly must be resisted. To do so is 
simply to invite relapse. In most cases after ten 
days a half-cream dried milk may be substituted for 
the dilute lactic acid milk. Milk of full fat content 
should not be given for some time, for fat is badly 
borne. 

Between feeds, for the first few days, the infant is 
given kaolin in water by the mouth. If this is 
disliked, the addition of a little dextri-maltose makes 
it more palatable. 

TREATMENT IN CONVALESCENCE 

At the third day one drop of Adexolin (vitamins A 
and D in concentrated solution) is added to each milk 
feed. There is generally marked secondary anemia 
in these infants, and small doses of syr. ferr. phos. co., 
or ferr. et ammon. cit., grs. 3 to 5, may be given 
three times a day, from about the tenth day. Alter- 
natively, one of the iron-containing proprietary infant 
foods may be given. 

I have tested the vomitus in some of these infants, 
and in no case has free hydrochloric acid been present. 
The administration of acid hydrochlor. dil. Ml 1 to 2, 
sweetened with dextri-maltose and well diluted with 
water, should be begun when kaolin is discontinued 
—that is, after some days of milk feeding, when the 
stools are well formed. In cases of adult gastritis 
associated with rapid emptying time of the stomach 
and “‘ fermentative ” diarrhcea, acid. hydrochlor. dil. 
is very successful in checking the symptoms. This 
effect is seen also in infants. 


Clinical Course and Prognosis 

The clinical course is very variable. In all cases 
there is a danger of relapse. Any recrudescence of 
symptoms calls for immediate deprivation of food, 
gastric and colon washes, and administration of fluid 
and kaolin. Perhaps the commonest cause of relapse 
is increasing the size of the feeds too quickly. Other 
frequent causes are cold, damp foggy weather, and 
reinfection from some parenteral source. The infant 
must be guarded against cold by hot bottles and 
a flannel abdominal binder. Parenteral infection 
ne the clinical course, and relapses are common. 

these cases it may be a long time before the infant 
begins to gain weight and strength. 

The prognosis is always guarded. 
the presence of parenteral infection—e.g., otitis 
media or bronchitis. In attempting to assess the 
prognosis of uncomplicated diarrhea and vomiting, 
the following factors are important :— 


It is worse in 


Age.—The younger the infant, the more serious the 
Pp osis. 

revious history.—W here there has been a recent infection, 
especially measles or whooping-cough, the outlook is yrave. 
QState of dehydration.—The worse the degree of dehydration 
before treatment is commenced, the more serious is the 
prognosis. Conversely, if the case comes early under treat- 

ment the prognosis is generally favourable. 


The death-rate from infantile diarrhea and vomiting 
has fallen considerably in recent years, but the mor- 
tality is still high, in spite of improved methods of 
treatment. Those affected by diarrhea and vomiting 
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are ill-equipped to withstand the onslaught of such 
a grave illness. Yet even the worst cases should 
not be deemed hopeless when treatment is begun. 
On many occasions I have seen infants, dehydrated 
and apparently moribund, restored by the treatment 
described. 

Summary 


An outline of treatment for infantile diarrhea 
and vomiting has been given, and certain therapeutic 
measures discussed. As a result of a fairly large 
experience of these cases in London poor-law institu- 
tions, I have come to place great reliance upon 
gastric lavage, intraperitoneal salines, and the 
administration of large doses of kaolin delivered 
directly into the stomach through the csophagus 
tube and funnel. Splinting the infant’s arms to 
avoid the possibility of auto-reinfection is considered 
to be an important point in treatment. In view of 
the frequency of parenteral infections, the prognosis 
of infantile diarrhea and vomiting still remains 
guarded. Nevertheless, all things considered, the 
treatment outlined gives good results. Good nursing 
is all-important in promoting recovery. 
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III.—BRONCHO-PNEUMONIA AND OTHER PNEUMOCOCCAL 
INFECTIONS*® 


BRONCHO-PNEUMONIA is an infection of the very 
young and the very old, in contradistinction to 
lobar pneumonia which is rare at the extremes of 
life. In the pneumonias of young children, however, 
especially at certain ages, it is sometimes difficult, 
on clinical and radiological grounds, and even on 
post-mortem appearances, to decide whether the 
case is one of lobar or of broncho-pneumonia, the 
diagnosis depending entirely on histological exami- 
nation. For example, Blacklock ¢ in 497 autopsies 
on cases of pneumonic consolidation in children 
discovered 16 instances where the consolidation 
was diffuse, and the picture warranted a diagnosis 
of primary lobar pneumonia with superadded broncho- 
pneumonia. Ten of these cases were between the 
ages of 2 and 3 years. It is probable that lobar 
pheumonia under 3 years of age is a comparatively 
rare cause of death (Somerville, 1928), although its 
occurrence in the first two years of life is believed 
by certain physicians to be not so uncommon 
(McNeil et al., 1929). Again, the broncho-pneu- 
monias are classified as primary and secondary, the 
latter being secondary in the sense that it is a 
sequel to another infection, such as measles and 
whooping-cough, but even primary broncho-pneu- 


-monia itself originates in a bronchial catarrh, the 


inflammation of the lung being secondary to a 
preceding bronchitis, so that, clinically, it is almost 
impossible to say where bronchitis ends and pneu- 
monia begins. Clinical nomenclature has changed, 
the former bronchitis or capillary bronchitis being 
now usually designated as acute broncho-pneumonia. 
As T. H. C. Stevenson has said, ‘‘ The bronchitis of 

* The third Milroy lecture for 1933 delivered before the Royal 
College of Physicians of London on March 2nd. Lects. I. and 
II. appeared in the two previous issues of THE LANCET. 

+ Dr. Blacklock has diy allowed me to use some of the 


findings in his joint paper with Dr. Guthrie on Pneumococcal 
Infections in Children while it is still in press. 
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to-day may be the pneumonia of to-morrow.” The 
latter term is nowadays widely employed by 
physicians both for notification and death certifica- 
tion. The important point is this: in Glasgow half the 
cases of notified pneumonia and nearly two-thirds of 
the deaths certified as such are referable to ages under 
5 years (figures from Glasgow Isolation Hospitals 
supplied by the medical officer of health). In the 
majority of these patients broncho-pneumonia was 
the cause of the illness or death. 


Broncho-pneumonia in the Individual 


The infecting organism.—If{ influenzal broncho- 
pneumonia be excepted, primary broncho-pneumonia 
is caused in the majority of cases by the pneumococcus, 
although absolute proof of such a statement is much 
more difficult to adduce than it is in the case of 
lobar pneumonia. The general conclusion from the 
results of typing is that pneumococci recovered from 
cases of broncho-pneumonia in infancy and old age 
belong predominantly to the heterogeneous Group IV. 
or “ X”’ (Table I.). These are also the types which 


TaBLe I.—Distribution of Pneumococcal Types in 
Primary Broncho-pneumonia of Children and Adults 


Percentage of 
pneumococcal types. 





Source. Cases. 
g, It. | 1.) x 
U.S.A. (collected, Glynn and 
Digby) ii oe whe 879 1-9 90 103 78-7 
Germany (Gundel) .. ee 127 | 23 5-5 | 22-1 | 70¢1 


Glasgow (Blacklock and 
Guthrie) .. es - 
are commonly present as saprophytes in the throats 
of healthy individuals, so that their isolation from 
eases of bronchitis or of broncho-pneumonia need 
not necessarily imply that they are the primary 
cause of the infection. Proof of their causal relation- 
ship to the disease would be afforded by the recovery 
of a pneumococcus of similar serological type from 
the blood or from the consolidated lung during life 
(less surely at autopsy, since the pneumococcus is 
an early and rapid post-mortem invader), or from 
lesions secondary to the pneumonia, such as acute 
otitis media, empyema, and meningitis. The fact 
that some 29 specific serological types are known to 
exist among the Group “ X” pneumococci greatly 
enhances the difficulty of proving that two Group 
“X” strains isolated from different sources are 
identical. However, the presence of a pneumo 
coccus as the predominant organism in empyema 
and otitis media, occurring as sequel# of broncho- 
pneumonia in children, strongly suggests that ic is 
the most frequent cause of the lung lesion (Blackiock 
and Guthrie, 1933). Further, specific agglutinating 
sera to the pneumococcus Types IV.-XXXII. 
having been made available by arrangement with 
Miss Cooper of the New York Department of Health, 
several workers (Plummer, Raia, and Shultz, 1930, 
1931; Gundel and Schwartz, 1932) have subdivided 
the Group “ X” pneumococci derived from cases of 
broncho-pneumonia, and by comparing the types 
isolated from the throat with those from the blood, 
ear discharge, &c., in the same patient they have 
found a correspondence of type in over 80 per cent. 
Plummer et al. have aiso compared the types from 
cases of broncho-pneumonia with those found in the 
throats of normal persons, and of persons with minor 
respiratory infections. They found the same sero- 
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logical types of pneumococcus in all three groups 
with the exception that Type I. pneumococcus, 
although a frequent cause of pneumonia in children, 
was rarely found among normals or in association 
with minor infections. This discrepancy is explicable 
if their cases of pneumonia are classified according 
to age, when it will be seen that 11 out of 14 cases 
with Type I. infection were over the age of 3 years— 
that is, they were almost certainly suffering from 
lobar and not from broncho-pneumonia. In a 
similar age-distribution of the infecting types in 
children, Blacklock and Guthrie report that in 
140 typed cases of pneumonia they found only 5 per 
cent. of Types I., II., and III. pneumococci among 112 
children under 3 years of age, presumably suffering 
from broncho-pneumonia, and 25 per cent. (mostly 
Type I.) among 28 children aged 3-10 years when the 
infection was likely to be lobar pneumonia. Thus, the 
causal organisms of these two affections (broncho- 
pneumonia and lobar pneumonia), the heterogeneous 
Group “ X ” pneumococci on the one hand and Types 
I. and II. on the other, would appear to possess 
different bacteriological and epidemiological character- 
istics. Types I. and II., which are the common 
infecting types in lobar pneumonia, are rarely found 
in the throats of healthy people. The Group “ X ”’ 
organisms are widely distributed and are found not 
only in association with broncho-pneumonia and its 
complications, but are present in minor respiratory 
infections, and in the throats of a variable and 
often large proportion of normal persons in the 
community. 

A further examination of the characters and 
distribution of Group ‘“X” pneumococci (Cooper 
et al., 1932) has shown that the different members 
are not all equally important as infecting types, 
that there may be differences in their virulence and 
invasiveness, and that while the types commonly 
found in the pneumonias of children differ somewhat 
in their frequency distribution from those in adults, 
there is some degree of overlapping. This has been 
our experience, using sera to Types I.—X XII. pneu- 
mococcus kindly supplied by Miss Cooper. As an 
example, Type VIII. pneumococcus was found to 
be the cause of meningitis in an infant of 8 months, 
of fatal lobar pneumonia in a woman, and of a mild 
bronchitis in the writer, besides being one of the most 
common saprophytic types in an adult population 
(McLeod and Cruickshank, unpublished). 

The infected individual.—Clinically, broncho-pneu- 
monia is an affection of the very young and very old. 
In children it tends to be most severe in proportion to 
the youth of the child. Its incidence diminishes with 
age, and its severity with age of attack. About the age 
of 3 or sometimes less, lobar pneumonia begins to 
affect children, and brencho-pneumonia becomes less 
and less prevalent, until when school age is reached the 
lobar form of pneumonia has taken its place; but 
at this age lobar pneumonia has a low mortality 
and is not in itself a fatal affection until later life 
is reached. 

As compared with lobar pneumonia, a mechanism 
of infection in broncho-pneumonia more readily 
suggests itself—i.e., the infection spreads along and 
later through the bronchial mucous membrane, 
producing finally a lobular involvement with areas 
of collapsed tissue and compensatory emphysema. 
Typically both lungs are involved, although some- 
times the distribution seems to be lobar—e.g., right 
apex—with little or no evidence of involvement of 
the rest of the lung, and such cases frequently behave 
clinically more like a lobar than a broncho-pneumonia, 
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And if recovery occurs it is impossible to say whether 
or not the lesion was a lobar pneumonia. In lobular 
broncho-pneumonia the respiratory embarrassment 
and cyanosis are usually prominent features, whereas 
toxemia, at least primarily, is less pronounced. 
Bacteriemia is rare in the pneumonias of children, 
Plummer et al. finding the pneumococcus in the 
blood in 6 only of 118 blood cultures from 99 
severely ill cases. While the infection frequently 
lasts 6-7 days, with sometimes a critical fall of 
temperature, in many cases the fever continues for 
10 days or more. Gundel and Schaefer (1932) have 
examined the blood of children convalescent from 
broncho-pneumonia for type-specific antibodies with 
negative results. Since the infection is primarily 
of the mucous membranes, its termination will 
probably depend more on non-specific factors than 
on a specific antibody response. 


Broncho-pneumonia in the Community 

Mortality.—The case-mortality rate of broncho- 
pheumonia cannot be analysed in the same way as 
is possible with lobar pneumonia because the part 
played by the different pneumococcal types can 
scarcely be computed. Types I. and II. pneumo- 
cocci are rare causes of broncho-pneumonia in young 
children, and it would be absurd to contrast the 
death-rate from the lobar pneumonias caused by 
these types in older children with that due to the 
Group ‘“‘X” pneumococci causing broncho-pneu- 
monia in infants. Age is the most important factor 
in mortality, the youngest age-group having the 
highest death-rate (Table II.). The high fatality 


TaBLe II.— Mortality according to Age in Primary 
Broncho-pneumonia in Children 





. Percentage 
Source. Age. Cases. mortality. 
U.S.A. (Holt) .. 0-1 yr. 224 66 
1-2 ,, 142 55 
2-3 ,, 46 33 
Glasgow (G. B. Fleming) .. 0-1, 130 64-1 
i-S ,, 118 23-7 





from broncho-pneumonia in children under 2 years 
of age is probably attributable in part to the nature 
of the lesion throwing a heavy strain on the heart, 
and in part to the feeble resistance in infancy to the 
infection either by the bronchial mucous membrane 
or by the organism as a whole. In this connexion 
Prof. G. B. Fleming has made an analysis of the 
nutrition of 235 children under 3 years of age, 
admitted to the Royal Hospital for Sick Children, 
Glasgow, with primary pneumonia. Of 118 children 
who were well-nourished or fat, 50 died (42 per cent.) ; 
of 63 moderately nourished children, 21 died (33 per 
cent.); and of 54 poorly nourished or emaciated 
children, 39 died (72 2 per cent.) (personal communi- 
cation). The ease with which young children contract 


infection and its high fatality are greatly intensified ° 


by predisposing causes. Meteorological conditions 
have a profound effect on its incidence and severity, 
while the latter is also affected by bad housing 
conditions. The influence of fog in association with 
low temperature is well established, especially in 
the case of elderly persons (see report of M.O.H., 
Glasgow, 1925). 

Incidence in the community.—The incidence of 
broncho-pneumonia in the population is, in the 
nature of things, difficult to assess. This subject 
has been adequately discussed by such observers 
as Young (1924), Woods (1927), and Smith (1928), 
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all of whom stress the difficulty of separating 
statistically pneumonia from bronchitis or lobar 
from broncho-pneumonia. Taken as a whole, there 
seems to be a downward trend of pneumonia, as 
judged by the English figures or by the returns for 
the whole of Scotland, and for Glasgow from the 
beginning of the present century t when certification 
of deaths became more accurate (see Smith). The 
behaviour of broncho-pneumonia in a community 
is known with sufficient broad accuracy to afford 
some idea of the factors which predispose to infection. 
As regards its pathogenesis I propose to adduce 
evidence that broncho-pneumonia is an endogenous 
infection produced by the saprophytic but poten- 
tially pathogenic pneumococci found in the throats 
of a large proportion of the community, and that 
these organisms become pathogenic only under 
conditions of local or general lowering of the resist- 
ance of the individual. An analogy is found in the 
coliform bacilli, which are as a rule harmless bacteria 
in the intestine, but which frequently produce 
infection in the urinary tract when the latter for 
one reason or another has become less resistant. 
This conception implies that the occurrence and 
severity of the pneumococcal infection will depend 
not on the virulence of the organism but on the 
degree of susceptibility of the individual. It does 
not preclude the possibility of the spread of these 
saprophytic pneumococci from person to person, or 
the occurrence of several cases of pneumococcal 
infection in the same household by the same organism. 

The factors which are most likely to induce local 
and general lowering of resistance are meteoro- 
logical changes, faulty nutrition, and lack of hygiene 
which includes overcrowding, improper clothing, 
poor parental care, &c. 

The relationship of climatic changes to the occur- 
rence of infection of the respiratory tract is common 
knowledge. Of particular interest are the observa- 
tions of van Loghem (1928), who stressed the 
importance of meteorological changes rather than 
contagion in producing minor respiratory infections. 
The work of Hill and others has shown that chilling 
of the external surfaces, and particularly of the 
feet, produces a reflex congestion of the naso- 
pharyngeal mucosa which is thereby rendered more 
susceptible to attack by the organisms already 
present there (Arnold et al., 1928). The influence 
of climate on the incidence of acute respiratory 
affections of children as estimated from the deaths 
per 100,000 population was fully investigated by 
Matthew Young for Glasgow and other cities, using 
the statistics of 54 years. His conclusions were that 
a definite inverse relationship exists between the 
mortality from bronchitis and pneumonia summed 
together and the mean temperature, especially that 
of the preceding week, and that the mortalities of 
children are not influenced in any consistent manner 
or degree by the amount of rainfall. Macgregor has 
studied the incidence of the pneumonias in Glasgow 
during the three years 1929-30 to 1931-32, and finds 
that the highest points occur between November 
and April. His view is that while low mean tempera- 
tures and high mortality in acute respiratory disease 
may be accepted as being definitely related, the 
seasonal movement of the disease cannot be explained 
entirely on this basis. Woods (1928) maintained that 
the correlation of pneumonia with climatic changes 
was closest for the broncho-pneumonias of older 
people. “It is more probable that some unknown 


tlam indebted to Dr. Macgregor, medical officer of health for 
Glasgow, for the figures on which this statement is based. 
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epidemiological factor other than weather conditions 
alone comes into play in determining the incidence of 
broncho-pneumonia from year to year” (Macgregor). 

The other factors, faulty nutrition and lack of 
hygiene, which seem to play a large part in the 
incidence of broncho-pneumonia, cannot be easily 
separated. Much has been written on the effect of 
vitamin-deficiency on resistance to infection. In 
particular the lack of vitamin A has been stressed 
as predisposing to infection of mucous membranes 
by producing metaplasia in the epithelial lining. 
However, there is as yet no uniformity of opinion 
even from animal experiments, although Webster 
has claimed that a well-balanced and better-than- 
average diet reduces the fatality-rate among infected 
mice. A recent clinical study in America failed 
to show any difference in the incidence or severity 
of respiratory infection among groups of children 
fed on adequate diets containing varying amounts 
of vitamin A (Barenberg and Lewis, 1932). On 
the other hand, an increased susceptibility of anzemic 
infants—due to iron-deficiency—to colds, catarrh, 
&c., has been pointed out by Mackay (1931). 

Macgregor (see Smith, 1928) in his analysis for 
Glasgow of the pneumonias in children under 5 years 
of age found that when the city wards were divided 
into groups, the death-rate per 1000 population was 
4-7 times as great in the industrial and poor wards 
as in the residential wards. This difference in severity 
may be due to various factors, such as housing condi- 
tions, faulty nutrition, &c., and is in striking contrast 
to the social distribution of exogenous infections, 
such as scarlet fever and diphtheria. Woods also 
found a close correlation between the mortality 
from pneumonia in children and social and environ- 
mental conditions, while Stevenson frequently com- 
mented on the high incidence of pneumonia as a whole 
in the industrial towns of the North of England. 

A final but very important factor is the recurring 
epidemics of measles and whooping-cough which 
create a lowered resistance to broncho-pneumonia, 
especially during the winter months. In summer 
epidemics of measles, broncho-pneumonia is a com- 
paratively rare complication. 


Bacteriological Evidence Favouring the Endo- 
genous Origin of Broncho-pneumonia 


The foregoing clinical and epidemiological data 
will, I think, bear the interpretation that the incidence 
and severity of broncho-pneumonia are dependent on 
a local or general lowering of resistance. .I shall 
put before you certain bacteriological data in support 
of the view that infection when it occurs is endo- 
genous in origin. Since January, 1932, Dr. J. 
McLeod, of Woodilee Mental Hospital, has been 
carrying out a monthly bacteriological examination 
of the nasopharyngeal flora of 100-110 inmates of 
that institution, with special reference to the pneumo- 
ecoccus. The strains belonging to the heterogeneous 
Group “‘ X ” have been further serologically classified 
in our department, being tested for their agglutin- 
ability by antipneumococcal sera to Types I1V.- 
XXII.; the virulence for the mouse of many strains 
has also been tested. I shall briefly enumerate the 
more important findings. 

(1) There has been a high monthly incidence of 
pneumococci in the upper respiratory tract of this 
sample of a more or less closed community, the 
method of examination being the injection into mice 
of sputum or mucoid material from the back of the 
throat. The high incidence has been maintained 
throughout the year. For instance, from April, 
when sputum was substituted for nasopharyngeal 
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swabs, to December, 1932, September being omitted 
for holiday reasons, the incidence was 106/113 (93-8), 
103/110 (93-6), 103/109 (94-5), 100/108 (92-6), 75/78 
(96-2), 75/82 (91-5), 102/106 (96-2), 106/106 (100). 
Thus, apart from half a dozen negative eases who 
were occasional carriers, all the individuals examined 
had pneumococci, apparently constantly, in the 
respiratory tract. (2) Among the positive cases two 
types of carrier were recognised. The first was a 
chronic carrier of the same type of pneumococcus 
throughout the year. The pneumococcal types most 
frequently found in these earriers were Types III., 
VIII., and XIII.; there were 8 chronic carriers of 
Type III., 13 of Type VIII., and 8 of Type XIII. 
pneumococcus. The other kind of carrier was what 
might be termed an intermittent carrier of frequently 
changing pneumococcal type. The larger proportion 
of the community was included in this group. A 
pneumococcus was almost always recovered from 
these individuals, but the serological type was 
constantly changing. The types most frequently 
recovered from these persons were those which were 
most prevalent in the wards where they slept. For 
example, while Type XIII. pneumococcus was found 
in 78 out of 605 detailed examinations, it was 
recovered 45 out of 99 times in Ward V. and only 
6 out of 125 times in Ward IV. Conversely Type 
VIII. with a total of 105 positives was present only 
8 out of 99 times in Ward V. and 34 out of 125 times 
in Ward IV. Thus it would seem that these inter- 
mittent carriers pick up the pneumococcal types of 
the chronic carriers with whom they are in close 
association. (3) The same pneumococcal types were 
found in the respiratory tract of healthy individuals 
and of those with intermittent or chronic bronchitis. 
While the cases of bronchitis had as a rule the same 
pneumococcal type throughout, a few cases showed 
change of type, and not infrequently there was more 
than one type present. (4) Virulence tests were 
done with a considerable number of strains; after 
a preliminary period of trial, six-hour blood-broth 
cultures were always used. Three points emerged : 
the virulence of all the strains tested was usually high 
for the mouse ; pneumococci of the same serological 
type in different persons were comparable in virulence, 
as were organisms of the same type from normal 
and from bronchitic patients. 

Results somewhat similar to these have been 
reported by Webster and Hughes (1931) in America, 
and by Gundel (1932) in Germany. Where our results 
differ from those of other investigators is in the 
very high incidence of carriers and the persistence 
of the pneumococcus in the respiratory tract through- 
out the summer months. In the Manchester report 
(1930), for example, the incidence of pneumococcus 
varied from zero to 67-4 per cent., and with the excep- 
tion of a whole year, when it remained very low, showed 
some fluctuation with the seasons. Our relatively 
high figures may be explained by the fact that the 
persons investigated—although many were out of 
doors most of the day—formed practically a closed 
community, sleeping together in dormitories, which 
would no doubt tend to increase the incidence of 
carriers. The type of patient also, although mostly in 
good health, might predispose t a higher carrier-rate. 


The results of this investigation of McLeod show 
that a high incidence of pneumococci occurs in the 
nasopharyngeal passages of persons living together 
in close contact. Arguing from this, it is very 
probable, though the point has not been demonstrated, 
that children living in overcrowded house are likely 


|| The figures in parentheses represent percentage. 
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to harbour pneumococci almost constantly in their 
respiratory tracts. It was also shown that the 
virulence of the organisms isolated was comparable 
in the infected and in the healthy individuals, a 
result which strongly supports the view that infection 
is much more likely to be due to lessened resistance 
on the part of the host rather than to an increased 
virulence of the parasite. That several persons in the 
same household should be infected with the same 
serological type of pneumococcus need not mean that 
the disease is infectious (see Shultz, 1932), although 
massive dosage may play some part in inducing 
infection. In summary, it may be said that clinical, 
epidemiological, and bacteriological data all support 
the view that primary bronchitis and broncho- 
pneumonia are autogenous infections by the usually 
saprophytic but potentially pathogenic pneumococci 
acting on individuals of lowered resistance. 


Other Pneumococcal Infections 


Pneumococcal infections other than those of the 
respiratory tract will be discussed only in so far as 
they throw light on the characteristics of the 
pheumococcus. 

Empyema, primary meningitis, and peritonitis.— 
It is difficult to obtain information about the 
frequency of empyema as a complication of lobar 
pneumonia, since observers in giving their figures do 
not distinguish between lobar and broncho-pneu- 
monia, and it is well known that empyema is a much 
more common sequel of pneumonia in infancy and 
childhood than in later years. In 728 cases of 
pneumococcal lobar pneumonia examined by my 
colleagues there have been 16 cases of empyema 
(2-2 per cent.). When these were analysed according 
to the serological type of the infecting pneumococcus 
there were for Type I., 10 out of 255 (4 per cent.) ; 
for Type II., 3/253 (1 per cent.) ; and for Group “ X,” 
3/192 (1-5 per cent.). In addition to these cases a 
number of pneumococcal empyemata from the 
surgical wards were typed, making 50 in all. Of 
these 29 (58 per cent.) were due to Type I., 11 (22 per 
cent.) to Type II., 1 to Type III., and 9 (18 per cent.) 
to Group “‘ X”’ pneumococcus. It is evident, there- 
fore, that empyema is much more likely to follow 
Type I. pneumonia than infection due to any of the 
other types. A similar predominance of Type I. 
pheumococcus in the causation of empyema has 
been observed by several workers (Glynn and Digby 
(1923), Locke (1930), Gundel (1931)). Blacklock and 
Guthrie’s figures for children showed that between 
the ages of 2 and 10, Type I. pneumococcus was 
found in 25 of 33 empyemata. When our cases were 
analysed according to age the average age for Type I. 
infection was 16 years, for Type II. 31 years, and 
for Group “‘X” 42 years. In an earlier lecture I 
referred to the invasiveness of Type I. pneumococcus 
as indicated by the relatively high percentage of posi- 
tive blood cultures, and here again we find evidence 
of its invasive property. In primary meningitis 
or in meningitis following lobar pneumonia we have 


found 4 cases of Type I. and 2 cases of Type II. 


infection, while Blacklock and Guthrie in a series of 
15 typed cases of primary peritonitis found Type I. 
pneumococcus in 13, and Type Il. in the other 2 
cases. These figures are corroborated by other workers 
(see Gundel, 1931). Thus the importance of Type I. 
pnheumococcus as a cause of surgical infections, particu- 
larly in children, is very considerable and naturally 
raises the question as to the sphere of usefulness of 
specific antiserum for such conditions. 

Otitis media, secondary meningitis, &c.—The pneu- 
mococcus is apparently a much more frequent cause 
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of acute otitis media and mastoiditis in the infant 
than in the adolescent or adult. For example, 
Blacklock and Guthrie found acute otitis media as 
a complication of pneumonia in children in 36-8 per 
cent. of cases (183 out of 487). In 33 typed cases 
Group ‘“‘ X” pneumococci were found 31 times, and 
Types I. and II. once each. On the other hand, in 
older children and adults Streptococcus hemolyticus 
is the primary infecting organism in middle-ear and 
mastoid infections (see Smeall, 1931), and we have 
collected only 14 instances of pneumococcal infections 
in the examination of 154 cases from Mr. James 
Harper’s wards in the Royal Infirmary, Glasgow. 
Of the pneumococcal infections 7 were due to Type III. 
pneumococcus, 2 to Type II., 3 to Group “ X,” 
and 2 were not typed. Similarly in 4 cases of 
meningitis secondary to middle-ear disease Type III. 
pheumococcus was recovered twice and Group “ X ” 
twice, evidence again of the potential pathogenicity 
of these usually saprophytic types and of their 
causation of infection in sites contiguous to their 
natural habitat. Pneumococcal conjunctivitis and 
corneal ulcer are also caused predominantly by 
Type III. and Group “ X” strains (Gundel). The 
invasive pneumococci are Types I. and II. and 
particularly Type I., whereas Type III. and Group 
““X ” produce infection under conditions where there 
is a lessened local resistance of the tissues. 


The Prevention of Pneumonia 


After reviewing certain aspects of the epidemiology 
of pneumonia, it may seem desirable to discuss briefly 
such public health measures as suggest themselves 
for reducing the incidence and mortality of this 
most prevalent infection. In view of the apparent 
differences clinically, epidemiologically, and bacterio- 
logically between lobar and broncho-pneumonia, 
preventive methods required to combat the two 
diseases will probably proceed along different lines. 

Lobar pneumonia.—If we accept the infectivity of 
lobar pneumonia, there are three possible methods 
of approach from a preventive point of view: (1) 
isolation of clinical cases; (2) immunisation of the 
community exposed to infection; and (3) detection 
and control of carriers. 

(1) Isolation of the clinica] cases has been practised 
for other infectious diseases—e.g., scarlet fever and 
diphtheria—where the incidence is largely maintained 
by spray or droplet infection, and the results, so far 
as diminishing their prevalence is concerned, have 
been very disappointing. It is apparent that these 
infections, which are endemic in the country, cannot 
be controlled as long as there are reservoirs of the 
organism in the shape of healthy and convalescent 
carriers. The presence of these carriers may escape 
detection or prevention because their maintenance 
does not depend only on clinical cases, but also on 
the ambulatory case who is seldom discovered. 
Isolation of lobar pneumonia has been practised 
increasingly in Glasgow since 1925, but for various 
reasons it is impossible to say what effect segregation 
has had on the incidence of the disease in the city. 
That overcrowding increases the incidence of lobar 
pneumonia is strongly suggested by a comparison of 
the deaths of men in the British and American 
Expeditionary Forces during the spring of 1918. 
In the former the death-rate per 100,000 was respec- 
tively for January, February, and March: 2-0, 0-3, 
and 0-4, and for the latter, where the cubic space 
per man was one-third of the minimum recommended, 
the corresponding figures were 86, 33, and 49 (data 
kindly supplied by Dr. J. A. Glover; see Emerson, 
1918). 
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(2) Prophylactic vaccination against lobar pneu- 
monia, first practised by Wright in South Africa, 
has obvious limitations. Lister (1916, 1917) has 
shown quite convincingly that native mine labourers 
inoculated subcutaneously or intravenously with a 
mixed vaccine of his types A, B, and C pneumococci 
were for a year at least immune to infection by these 
types. Unfortunately, other types became more 
prevalent, and as the scope of the vaccine was extended 
to include these types, a change took place in the 
bacterial agents responsible for pneumonia among 
the natives, Streptococcus hemolyticus, staphylo- 
«<oceus, and B. influenze becoming more prominent 
(Ordman, 1931). A recent review and criticism of 
Lister’s and Ordman’s work (Orenstein, 1931) suggests 
that from the practical aspect there has been no real 
diminution in the incidence of lobar pneumonia among 
the native mine labourers. Prophylactic vaccina- 
tion against pneumonia has also been tried clinically 
by Cecil and Austin (1918) among American soldiers 
congregated in large camps where pneumonia became 
the most prevalent infection. Following vaccination 
with Types I., II., and III. pneumococci there were 
no cases of pneumonia due to these types in the period 
of observation (4th Feb.—l15th April, 1918) among 
the vaccinated individuals, while there were 18 cases 
among a similar control group. Their experiment 
is open to obvious criticisms, but the results at least 
indicate a degree of temporary immunity against 
the pneumococcal types used in the vaccine. Whether 
such measures are practicable in civilian life—e.g., 
among trades where pneumonia is fairly prevalent—is 
a matter for consideration by medical officers of health. 
It is noteworthy that immunisation is becoming 
accepted as the most promising weapon of attack 
against diphtheria and scarlet fever (Forbes, 1932). 

(3) The demonstration of a considerable incidence 
{30 per cent.) of convalescent carriers of Types I. 
and II. pneumococci at the time of dismissal from 
hospital raises the question as to whether methods 
of treating such carriers with a view to the elimination 
of the organism might not have some effect on the 
incidence of the disease. On the other hand, it must 
be admitted that efforts to control widespread and 
seasonal infectious disease by attempting to discover 
and deal with carriers have not been successful, except 
perhaps in the case of local outbreaks of diphtheria, 
enteric fever, &c. The mode of dissemination of 
lobar pneumonia, the sporadic nature of the declared 
case, and the variety of organism with which it is 
associated, render the possibility of control by 
bacteriological methods a peculiarly difficult problem. 

Broncho-pneumonia.—lf broncho-pneumonia is an 
endogenous infection occurring in individuals of 
lessened resistance, its prevention must concern itself 
with measures calculated to increase the resistance 
of the exposed community. It is much easier to 
state the general tenor of these measures than to 
achieve their fulfilment.. Better nutrition and 
<lothing, regular habits and proper parental care, 
better housing, more fresh air and sunlight, are 
all factors likely to diminish the incidence of bronchitis 
and broncho-pneumonia among children. In the 
meantime certain methods of prophylaxis might be 
investigated practically. It is claimed by some 
observers that lack of vitamins A, C, and D creates 
a tendency to infection of the mucous membranes 
which would be avoided by a well-balanced diet. 
Another form of nutritional defect—.e., iron deficiency 
—has been studied by Mackay in infants, and the 
suggestion is that where anemia is present and 
where this is made good by appropriate doses of 
iron, the incidence of minor respiratory infections 
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is lessened. To what extent these specific nutritional 
deficiencies are responsible for much of the broncho- 
pneumonic affections of children is unknown and 
would form a useful subject for further investigation. 
It is possible that anwmia and the recurrence of 
‘colds ” form a vicious circle, progressively lowering 
vitality and resistance. And lastly, anything that 
can be done to cope with measles and whooping- 
cough would greatly assist in the prevention of 
secondary broncho-pneumonia. There is evidence 
that measles, at any rate, has lessened in severity in 
recent years, while the possibility of protecting debili- 
tated children by the use of convalescent serum opens 
up a new field. 
Summary 

Primary broncho-pneumonia is largely an endo- 
genous infection caused by the usually saprophytic 
but potentially pathogenic pneumococci belonging to 
the heterogeneous Group “ X,” and is predisposed 
to by a local or general lowering in the resistance of 
the individual. The principal predisposing factors 
are climatic changes, faulty nutrition, and poor social 
and environmental conditions. An investigation of 
pneumococcal infections other than those of the 
respiratory tract confirms the view that Types I. 
and II. pneumococci are more invasive than Type III. 
and Group “‘ X.”’ Thus the former are the predomi- 
nating types in empyema, primary meningitis, and 
peritonitis, while the latter are more common causes 
of acute otitis media, secondary meningitis, and 
conjunctivitis, particularly in children. Measures for 
the prevention of lobar and broncho-pneumonia are 
discussed. 


In this discussion on recent work on pneumonia, 
from the point of view of a bacteriologist, I have 
frequently and with some natural diffidence invaded 
the fields of the clinician and the epidemiologist. 
My excuse is that many of the data presented have 
an important bearing on the work of each, and may 
assist in the elucidation of some of the difficult 
problems on which both are engaged. Some of the 
suggestions put forward are of a tentative nature, 
and can only be supported or disproved by converging 
and correlated studies of observers in several branches 
of medicine. 
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THREE CASES OF 
PAROXYSMAL AURICULAR FLUTTER 


By GEOFFREY Bourne, M.D. Cams., F.R.C.P. Lonp. 


ASSISTANT PHYSICIAN TO ST. BARTHOLOMEW’S HOSPITAL ; 
PHYSICIAN TO KING GEORGE HOSPITAL, ILFORD 


(From the Cardiographic Department, St. Bartholomew's 
Hospital) 


THe three cases of true paroxysmal auricular 
flutter here recorded show features of unusual interest. 
The first had a ventricular rate of 260 throughout 
the attack, with a 1:1 auriculo-ventricular ratio, a 
mechanism only found in four other such cases in 
the literature. The patient died suddenly, the post- 
mortem findings revealing coronary embolism from 
an auricular ante-mortem clot. The second and 
third cases reacted to digitalis in an unusual and 
identical manner. The pulse chart of the third case 
was characteristic of a complete attack of auricular 
flutter. 

THE FIRST CASE 


Mrs. A., aged 28, was admitted complaining of 
attacks of rapid heart action, with precordial pain. 


History.—Two years ago she first began to suffer from 
attacks of palpitation. These would last for two or three 
days, and would recur at intervals of two or three months, 
The onset was sudden. The first symptom was the sub- 
jective sensation of a rapidly beating heart. After five or 
ten minutes a sudden pain would be felt in the centre of 
the chest, ‘‘ as though she had been stabbed with a knife.” 
This would radiate through to the back, but not to the arms ; 
a numbness, however, was felt extending over both arms 
and hands and over the lower part of the face. Faintness 
and severe headache would supervene, and she would go 
to bed, generally remaining there for two or three days. 
Should it be necessary she could walk during the attack, but 
the pain would be thereby increased. The cessation was 
abrupt. No cause for the precipitation of these attacks was 
volunteered by the patient. The attack for which she was 
admitted started four days previously. She had had scarlet 
fever when aged 13, but no rheumatic fever or chorea. 

On examination her temperature was 100°F., her pulse- 
rate 240, and her respiration-rate 30. She was ‘not unduly 
distressed. No cyanosis or dyspnoea were present. The 
mucose and tonsils were normal. The heart was not 
enlarged, the apex-beat being inside the mid-clavicular 
line and the area of cardiac dullness not being increased to 
the right. The rate was 240/260. The lungs showed some 
fine rales at the bases, but were otherwise normal. The 
liver and spleen were not felt. There was no ascites or 
cedema, 


The electrocardiograph tracing (Fig. 1) shows a 
rapid auricular and ventricular rate of 260. No 
definite P-waves are present, but the general shape 
of the curve in all leads is suggestive of auricular 
flutter. The QRS complexes are of the supra- 
ventricular type, and suggest some left-sided pre- 
ponderance. 

The patient’s condition remained unchanged until 
the third day after admission. No signs of con- 
gestive failure appeared. She suddenly fell back 
dead while eating her dinner. This final and fatal 
attack had lasted seven days. The treatment she 
received during the attack was digitalis folia gr. 1 
four-hourly, and one injection of morphia, gr. }. 

Post-mortem findings.—Nutrition was good and no cedema 
was present. The brain was not examined (permission 
refused). There was slight excess of fluid in the peri- 
cardial cavity, and a small localised patch of pericarditis 
over the lower portion and anterior aspect of the right 
auricle, near the auricular appendix. e t auricle 
was somewhat dilated. The tricuspid valve itted the 
tips of four fingers; the cusps were normal. The right 
ventricle was somewhat dilated. The left auricle was 
slightly larger than normal; the left auricular appendix 


was occupied by a firm clot, opp ehehtty older io the 
rest of the clot in the chamber and slightly adherent to the 
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wall. The left ventricle was slightly hypertrophied. The 
mitral valve admitted two fingers and showed no lesion of 
its cusps. The pulmonary and aortic valves were normal. 

On opening the left coronary artery a small patch of very 
early atheroma was visible about an inch from its opening, 
and a small fragment of pale clot was present about half 
an inch from the coronary openings. stream of water 
did not immediately wash away the clot. There were 
no signs of infarction of the left ventricle, and the heart 
muscle was, as a whole, firm. The right coronary artery 
had two separate divisions and orifices; its lumen was 
normal. The aorta was normal, except for some early 
atheromatous change around the openings of the inter- 
costal vessels. The pleure were normal. The lungs 
showed small scars at both apices (? old tuberculous lesion) ; 
the bases were congested. he glands at the bifurcation of 
the trachea were rather large, but showed no caseous change. 
The larynx and trachea were natural. 

The peritoneum was normal; the stomach and intestines 
were congested. The liver was much enlarged and 
engorged, and early ‘“‘ nutmeg” change was visible. The 
spleen was slightly enlarged. Both kidneys showed recent 
infarcts, white in appearance, surrounded by very little 
hyperemia and not raised above the surface. There was 
one old depressed scar in the right kidney, very suggestive 
of an old aid infarct. The thyroid, suprarenals, ovaries, 
and uterus were normal. 


THE SECOND CASE 


A man of 42 was admitted complaining of rapid 
action of the heart. 


History.—He was well until four years ago. Whilst 
at work he jumped upon a plank to break it, it did not give 
but jarred him, and immediately he had an attack of 
nga like a “fluttering in the chest.” He had to 
ie down. At the end of an hour he was well again. Three 
ears ago he had an attack, similar to the previous one 

ut lasting for about five hours. Two years ago he had an 
attack which persisted for a week. Since then the attacks 
occurred at intervals of three to five months and their 
duration was from two to five hours. In the six weeks 
immediately preceding admission he had four attacks, the 
last of which began four days before admission and lasted 
for a further 36 hours. There was no history of rheumatic 
fever, chorea, or scarlet fever. He had gonorrhea 15 
years ago. 

On examination his nutrition was good. There was no 
cyanosis, undue discomfort, or dyspnoea. There was no 
tonsillar sepsis. No excessive or abnormal pulsation 
was visible in the neck. 

The apex-beat showed slight displacement to the left, 
being 44 in. from the midline. e sounds were rapid 
and regular except for an occasional ‘“ dropped beat,” 
and they were faint in character. No murmurs were present. 
The blood pressure was 135/70. 


The electrocardiogram (Fig. 2) showed auricular 
flutter with a 2:1, and occasionally 3:1, block. 
The auricular rate was 270 and the ventricular 
about 130. The Wassermann reaction was negative. 
No enlargement of the liver or spleen was detected. 
The urine contained a trace of albumin. 

He was given tincture of digitalis Ml 80 per diem, 
and after 24 hours the pulse became completely 
irregular. The digitalis was still being continued 
when the rhythm was found to have become normal. 
Administration of the drug was then stopped. The 
electrocardiographic tracing at this point showed a 
regular normal mechanism, with some slight right 
axis deviation and a Q RS complex of 0-09 seconds 
(Fig. 3). The patient was discharged on a dose of 
quinidine sulphate grs. 14 twice a day. 


THE THIRD CASE 


This patient was seen, at the request of Mr. Elmslie, 
for an attack of tachycardia arising during con- 
valescence from an operation for talipes equino- 
varus, Dunn’s triple arthrodesis being performed. 


He was aged 52, and for the last five years had been 
suffering from headache and backache. he latter was 
thought to be due to the deformity of the foot, and for the 
former no other medical cause was discoverable. There 
was no dyspnoea, lassitude, or history of palpitation. 

On examination the chest was somewhat emphysematous, 
but there was no clinical enlargement of the heart, and the 
blood pressure was not raised. The urine was normal 
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The operation was performed on Oct. 27th, 1931, and on 
the 30th he noticed a sudden onset of rapid heart action 
and some fullness in the neck. There was no pain and 
no evidence of congestive failure. The attack, which was 
accompanied by a slight pyrexia, twice up to 100°, lasted 
for seven days. The pulse chart is of some interest and is 
shown in full (Fig. 4). 


The patient was first seen by me on the second 
day of the attack. On this date he was given Ml 45 
of tinct. digitalis a day, on the fourth day M 60, 
and on the sixth day Ml 80. This was maintained 
until after the return of normal rhythm. On the 
seventh day the rhythm, which had been irregular 
for 24 hours, became regular in spite of the continued 
full doses of digitalis. 

Tracings taken during the attack showed the 
presence of auricular flutter, at first with a 2:1 
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block and later with a varying 4:1 to 2:1 block 
(Fig. 5). That taken after the attack was normal 
in all respects (Fig. 6). There is reason to suspect 
from the character of the heart rhythm that in the 
24 hours before the end of the attack auricular 
fibrillation was present. The patient was discharged 
a week later and has since remained in good health 
and free from symptoms. 


PAROXYSMAL FLUTTER AS AN ISOLATED CONDITION 


There are two types of paroxysm associated with 
auricular flutter. The flutter itself may come on in 
paroxysms, as in the three cases here reported, or a 
sudden increase in the ventricular rate may occur 
in long-standing flutter, the latter phenomenon being 
due to an abrupt decrease in the auriculo-ventricular 
block from 2:1, 3:1, or 4:1 to 1:1. Occasionally 
the two phenomena are combined, a 1:1 flutter 
being the causative mechanism of an attack of 
paroxysmal increase in the ventricular rate. This 
is shown in Case 1 of this paper and is a rare 
condition. 

The following four other cases have been found. 

Croizart ' reports the case of a woman, aged 52, with 
advanced arterio-sclerosis and hyperpiesis (blood pressure 
215/130), who had a hemiplegia. She suffered from 
paroxysmal attacks of auricular flutter with a 1:1 ratio 
shortly before death. The attacks lasted for 10 to 15 
minutes. 

Allan? records a case of a girl, aged 19, with mitral 
stenosis. She suffered from attacks of rapid heart action 
with a rate of 235 and a flutter mechanism. The ratio 
here was 1:1. The attacks lasted for about four days, 
and were associated with hemoptysis and congestive failure. 

Koplik * records three cases of paroxysmal tachycardia 
in children. In his first two cases the electrocardiograph 
showed auricular flutter with a 1:1 auriculo-ventricular 
ratio. 


Of these four cases Croizart’s case and Allan’s 
are hardly analogous, the former because the attacks 
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were a terminal phenomenon in a dying heart, the 
latter because of the presence of advanced mitral 
stenosis. Koplik’s first two cases are identical with 
Case 1 of the present series in the following respects : 
no signs of failure were present between the attacks ; 
no cardiac lesion was discoverable; the patient was 
otherwise young and healthy, without history of 
rheumatism or any known cause of morbus cordis— 
his two cases were otherwise healthy children. The 
electrocardiographic tracings are strikingly similar. 
The other cases of 1:1 flutter in the literature 
show this auriculo-ventricular ratio as a transient 
change during a period of flutter with a greater degree 
of block. Poynton and Wyllie’s case,‘ for instance, 
a child, had attacks of paroxysmal increase in heart- 
rate, with an occasional 1:1 auriculo-ventricular 
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rhythm. But the 1:1 ratio seemed to arise durin 
the attack quite unexpectedly, and at any stage. 
This haphazard appearance of the 1:1 ratio is also 
noted by Fuller,’ Blackford and Willius,* McMillan 
and Sweeney,’ Scott,* and Parkinson.* That exercise 
occasionally produces the 1:1 ratio during a per- 
sistent flutter is shown by cases reported by Scott.*® 
MeMillan and Sweeney,’ Wedd,'® and Parkinson® 
A case reported by White ™ showed a 1:1 ratio at 
the onset of the attack only. 


CAUSE OF DEATH IN PAROXYSMAL FLUTTER 

The autopsy findings in Case 1 reveal as the cause 
of death a mechanism which may be fatal in all 
conditions where attacks of prolonged and rapid 
tachycardia occur. The chief findings were the scars 
of old infarcts in the kidney, the presence of ante- 
mortem clot in the left auricular appendix, the absence 
of any other source of embolism, and the finding of 
a small piece of lightly adherent clot in the lumen 
of the left coronary artery. 

It would seem reasonable to argue that the pro- 
longed attacks of tachycardia, at a rate of 270, 
must have produced considerable slowing of the 
circulation rate and distension and stasis of the left 
auricle; that the auricular clot was due to this 
cause ; that the old infarcts in the kidneys were due 
to embolism during previous attacks; and that 
the coronary embolism from the same source was the 
cause of death. Parkinson’s statement ° that “ intra- 
auricular thrombi may be formed during long 
paroxysms and then be expelled on return to normal 
auricular activity,” appears to need amplification, 
for the expulsion of emboli can, it seems, occur 
during an attack. It would, moreover, be logical to 
assume that the higher the ventricular rate the 
greater the liability to thrombosis, stasis being 
increased in such cases. 
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EFFECT OF DIGITALIS 

Digitalis and quinidine have both been used in the 
treatment of auricular flutter of the permanent 
variety. Most authorities believe that digitalis is 
successful in the greater number of cases. The usual 
train of events is, in order, adequate digitalisation, 
increase in the degree of auriculo-ventricular block, 
and fibrillation. At this stage, if enough digitalis 
has been given, omission of the drug is in many 
cases followed by a return to normal rhythm. As 
long as the digitalis is continued fibrillation is liable 
to persist. It is also well known that digitalis therapy 
is likely to prolong, or to render permanent, attacks 
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of paroxysmal fibrillation. This effect is the result 
of an increase in the circus-movement rate, probably 
a vagal effect.’ 

The digitalis effect in the two surviving cases of 
this paper (Cases 2 and 3) was contrary to that 
usually observed in permanent flutter. In each 
case massive digitalisation resulted at first in the 
usual increase in the degree of block, but before the 
drug was withheld, and at a dosage in both cases 
of I 80 of the tincture per diem, a reversion to the 
normal rhythm occurred in each case. Clinical 
examination in both cases a day before the rhythm 
became normal suggested the presence of auricular 
fibrillation rather than of a flutter with a very vary- 
ing block, for exercise increased the heart irregularity 
rather than the reverse. 

A final point of interest is the pulse chart in Case 3 
(Fig. 4). The attack is shown from start to finish. 
The abrupt rise of rate at the beginning and the 
definite termination are both evident. In addition 
are shown violent fluctuations in rate, occurring after 
digitalisation, whose degree and suddenness were due 
to the great variations in the degree of block, and 
which were increased as the effect of the drug became 
more pronounced. It was noticable that the ventri- 
cular rate would be low at this stage when the 
patient was sleeping or quiet, but that if examined 
by a physician or visited by a number of students 
the block would be temporarily lifted to a marked 
degree. These temporary increases in rate were 
presumably due to an accelerator or adrenal cause. 
The pulse chart could hardly have been obtained 
from any condition but that of paroxysmal auricular 
flutter, and may be said to be typical of the condition. 


All these cases were patients in the wards of St.° 


Bartholomew’s Hospital. One (Case 4 was under the 
care of Sir Percival Hartley ; one (Case 2) was seen at the 
invitation of Dr. F. G. Chandler; and one (Case 3) at the 
request of Mr. R. C. Elmslie. I would like to record my 
indebtedness to these colleagues for the opportunity of 
seeing the patients, and for their permission to publish an 
account of them. 
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AND THE PLATELET COUNT 
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THE causation of post-operative venous thrombosis 
is a subject of never-failing interest and importance. 
This is so chiefly for two reasons. First, the onset 
of a thrombosis as a complication means, at the best, 
a prolonged and tedious convalescence, perhaps 
rendered more dramatic but correspondingly more 
alarming by small repeated pulmonary emboli; or, 
at the worst, sudden death from massive pulmonary 
embolism. Secondly, in spite of advances in surgicaP 
technique and pre- and post-operative management, 
there has been little or no diminution in the frequency 
of the condition. Indeed, one of its most tragic 
aspects is the way in which a patient, who has 
apparently made a splendid recovery and is even 
on the point of leaving hospital, may be struck down 
without warning. It is, therefore, important that 
every observation should be recorded that seems to 
throw light on the nature of the underlying factors. 


RELATION OF BLOOD-PLATELETS TO THROMBOSIS 


It is now generally accepted that the blood-platelets: 
play a definite part in the coagulation of blood and 
the formation of a thrombus; opinions only differ 
as to the exact nature and importance of the part 
they play. Increase in the number of platelets is 
accepted by many as meaning an increased tendency 
to thrombosis. There is, apparently, a direct con- 
nexion between the act of disintegration of the 
platelets and the formation of the fibrin network 
which forms the basis of the coagulum. It is possible 
to observe directly, during the process of coagulation, 
that strands of fibrin arise in connexion with and 
stretch out from individual platelets. Some observers 
go so far as to describe globular formations in the 
platelet, which are extruded and act as an essential 
intermediary in the formation of the fibrin strands. 
Others have, however, tried to east doubt on such a 
direct relation of the platelets to actual clot formation. 
I do not intend to go deeply into the subject here, 
for there are several good summaries of the evidence, 
as, for instance, that of Mackay, who summarises 
his own views somewhat as follows: “It is very 
doubtful if the platelet factor in the clotting process 
is more than of secondary importance .. . it would 
seem that the inception of clotting is due rather to a 
primary alteration in the stability of the colloidal 
equilibrium of the plasma.” 

Almost all observers, although not in full agreement 
as to the exact degree of importance of the platelets 
in coagulation, seem agreed that the presence of an 
excess of platelets can certainly result in a great 
acceleration of the rate of formation of the clot once 
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the actual factors necessary for clotting have 
commenced the process. 

There is ample evidence to correlate the presence 
of a rise in the platelet count with an increased 
tendency to thrombosis. For instance, there is the 
well-known result of splenectomy for splenic anz#mia 
in the type of case described by Rosenthal,? in which 
the marked post-operative rise in the platelet count 
is invariably associated with widespread thromboses, 
usually ending fatally. I have shown also® that, 
in certain advanced cases of active tuberculosis, the 
rise in the platelet count may be associated with a 
spontaneous venous thrombosis. A patient was, 
indeed, seen recently at autopsy in whom death had 
taken place suddenly from a massive pulmonary 
embolism during the course of a tuberculous broncho- 
pneumonia. This liability to spontaneous thrombosis 
in patients suffering from advanced phthisis is well 
recognised by those familiar with the disease, and the 
constant association of a raised platelet count in 
these cases serves both to suggest a possible e#tio- 
logical factor and to support the other arguments 
put forward in this paper with regard to post-operative 
thrombosis. 

On the other hand, I have seen thrombosis in 
cases where the platelet count showed only a moderate 
rise, whereas other patients with a much bigger rise 
showed no evidence of any thrombosis.* Mackay * 
has also shown this. It is clear that an increase 
in the number of circulating platelets cannot be the 
sole factor causing the formation of the thrombus ; 
there is, however, strong evidence that the rise in 


numbers is a factor of great importance in the actual 
final stages. 


BEHAVIOUR OF THE PLATELET COUNT AFTER OPERA- 
TIONS AND IN THE PUERPERIUM 


Hueck,*‘ in a somewhat scanty report on 100 cases, 
was the first to record the observation that after 
surgical operations the platelet count showed a certain 
definite behaviour. During the first few days there 
was a slight fall in numbers, followed, towards the 
end of the first week, by a rise reaching a maximum 
about the tenth or twelfth day and then returning 
to normal; he also mentioned that the rise was 
roughly in proportion to the severity of the operation 
—presumably being in relation to the degree of tissue 
damage. 

Dawbarn, Earlam, and Evans® made similar 
observations, without knowing of Hueck’s work, and 
have recorded their findings in 50 cases in much 
more detail. They were able to show that :— 

“In general a post-operative rise in the platelets is first 

definitely manifest about the sixth day. They reach a 
maximum in about ten days. The rise persists for a further 
few days, and the few observations made in the third week 
onwards show approximately normal counts. The degree 
of rise appears to be related to the severity of the operation, 
but may vary in different patients subjected to the same 
operation.” 
They also followed the platelet count after parturition 
and showed that it followed exactly the same 
behaviour as after surgical operations. Comparison 
with the time of the clinically observed onset of 
thrombosis and embolism revealed the fact that 
there was a close correspondence between it and the 
period of increase in the platelet count. They were 
thus able to bring forward strong presumptive 
evidence that there was at any rate some connexion 
between the two phenomena, even though they might 
not be directly related. 

Galloway * has also shown that a similar behaviour 
in the platelet count follows fracture of a long bone, 
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such as the femur, and suggests that the recognised 
liability to thrombosis and embolism after such 
conditions may also be connected in a similar manner. 


Dawbarn, Earlam, and Evans did not, however, 
succeed in obtaining the full curve of the post- 
operative rise in the platelet count of any patient in 
whom spontaneous thrombosis occurred. 


The nearest was a woman, aged 32, who was suffering 
from an an@mia; when a blood count was made on the 
tenth day of her puerperium the platelet count showed the 
very high figure of 1,270,000 per c.mm. On the same night 
a thrombosis of the left internal saphenous vein a d, 
extending to the middle of the thigh. On the following 
day the platelets were 540,000 and continued to fall for the 
next few days. On the twenty-second day a rise was again 
noticed, and on the twenty-third day the clot extended to 
the femoral vein in the groin. 


» I was fortunate enough to be following the post- 


operative platelet count of a patient when thrombosis 
actually supervened. The counts were being made 
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Graph to show the effects on the platelet count of the two 
operations of phreniceetomy and thoracoplasty (lst stage, 
upper ribs), and the onset of venous thrombosis at the height 
of the post-operative rise. The broken line indicates the 
average norma! count (250,000 per c.mm.) given by the method 
used. 


for a different purpose—namely, to study the effect 
on the platelet count of any exacerbation of the 
disease following the operations of phrenicectomy 
and thoracoplasty for pulmonary tuberculosis. The 
results of this inquiry do not concern this paper except 
in so far as the platelet count, after the major operation 
of thoracoplasty, followed exactly the same course 
as after any other major operation and seemed in 
no way to be affected by the tuberculous process. 
The complete curve of the platelet count observed 
in the patient is shown in the Figure. 


The patient, aged 49, was admitted to the Chest Service, 
Barnes Hospital, St. Louis, under the care of Dr. Evarts 
Graham and Dr. J. J. Singer, to whom I am indebted 
for kind permission to publish these details. She had 
chronic phthisis of the fibrotic type confined to the left 
lung; apart from a certain unwillingness of disposition 
she was a suitable case for surgical interference. 

As can be seen, her platelet count was within normal 
limits. A left-sided phrenic evulsion was performed and 
led to a slight febrile reaction accompanied by a slight rise 
in the platelet count. On Jan. 31st, 1931, the first stage 
of a posterior, extrapleural thoracoplasty was performed 
by Prof. Graham. There was a moderate general reaction, 
as shown by rise in temperature and pulse-rate, and the 
platelet count followed the characteristic curve to be 
expected after a major operation. There was an initial fall, 
followed by a rise commencing about the seventh day, 
and reaching its maximum on the chart on the thirteenth 
day. No count was made on the fourteenth or fifteenth 
days, and so it is not known when the actual highest peak 
was reached. 

On the sixteenth day the count was still high—448,80) 
per c.mm.—and on this evening the patient noticed stiffness 
in the left thigh and calf, and during the night experienced 
pain in the leg. On the ae ee there was cedema 
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of the limb below the knee, and a small, firm clot could be 
palpated — easily over the great saphenous vein in the 
paane of the eg The ics os count continued to fall 
on soon reac once more; the phlebitis 
followed a normal course a te embolism. 

It is quite clear that the onset of the thrombosis 
was, at the latest, on the evening of the 16th, when 
the patient experienced gross discomfort; and it 
is more than likely that the actual onset occurred 
slightly earlier than this, having regard to the physical 
findings when attention was first directed to the limb. 
This coincidence of the onset of thrombosis and the 
maximum post-operative rise in the platelet count, 
taken in conjunction with the work of Hueck and of 
Dawbarn, leads one to the irresistible conclusion that 
there must be a close causal connexion between the 
two. 

It is not reasonable to suggest that the rise in the 
number of platelets is the sole cause of the thrombosis ; 
this is in no way borne out by the facts. I have had 
many cases exhibiting far higher figures than this 
patient, and no thrombosis has occurred. Indeed, 
the rise here, although definite, is by no means 
extreme; it can only be classed as moderate. It 
follows, therefore, that other factors must also be 
associated in bringing about the conditions favourable 
to thrombosis. What these are we do not know, but 
the usual, commonplace suggestions are the most 
likely—namely, slowing of the blood stream owing 
to an enfeebled circulation; prolonged immobility 
in bed, perhaps with acute flexion of the thighs on 
the abdomen causing partial obstruction of the 
venous return and aided by a tight, low, abdominal 
binder ; deficient respiratory excursion ; dehydration 
causing increased viscosity of the blood; tissue 
destruction at the time of operation leading to 
liberation of substances increasing the coagulability 
of the blood in other ways; and perhaps damage 
to the vascular endothelium. What the relative 
importance of these factors is, or may be in any 
individual case, or whether there are one or more 
other additional factors not as yet known, it is 
difficult to say, but it appears more than likely that 
when these several factors have provided the necessary 
preliminaries to possible intravenous clotting the 
actual precipitating factor is the increase of the 
number of platelets in the circulating blood. More- 
over, the high platelet count seems certainly to 
favour the very rapid extension of the clot, once it 
has commenced. 

If this is so, then a possible line of treatment at 
once suggests itselfi—namely, to find a substance or 
means which would prevent or diminish the normal 
post-operative increase in platelets. It is not sug- 
gested that even this could result in a complete 
elimination of the condition, seeing that several other 
factors are also involved, but the removal or lessening 
of the apparent precipitating factor should diminish 
its frequency. 

One important point is that there seems to be 
considerable individual variation both in the degree 
of post-operative rise in the platelet count and in the 
amount of rise necessary to produce thrombosis. In‘ 
other words, some people are much more likely than 
others to suffer the complication, although exposed 
to exactly the same conditions. 
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In the course of another study a curious reaction to 
rabbit serum was observed. One-tenth of a cubic 
centimetre of rabbit serum had been injected intra- 
dermally in the right arm of a normal person, and 
apart from a slight immediate reaction—frequently 
found in normal people (Redfern)—no change was 
observed. A few weeks later the same individual 
received a second 0-1 c.cm. of serum, in the left arm 
this time, and after an immediate reaction the serum 
was absorbed, the skin resuming its normal appearance 
in two hours. After 22 hours irritation was felt at 
the injection site and three weals appeared. The 
whole area was erythematous and slightly swollen. 
In three hours the reaction had disappeared com- 
pletely. A similar series of events took place 17 
hours later. Following at intervals of 25 and 24 
hours reactions were repeated with but one weal 
and less marked erythema (Fig. 1). The weals 
did not occur on the injection site but round it, and 
subsequent weals avoided the sites of previous ones. 
This is illustrated by superimposing the diagrams 
of the separate reactions. These reactions suggest 
that the first injection caused some degree of general 
skin sensitisation. 

In another case similarly treated with rabbit 
serum a transient reaction consisting of a few “‘ heat- 
spots’ occurred seven days after the first injection. 
The second injection, three weeks later, was followed 
by a reaction differing from that of the first case in 
being more severe, starting earlier, the whole area 
round and including the injection site becoming 
hot, erythematous, and swollen, with irritation and 
some tenderness, and lasting for four days. The 
reaction was continuous. Here again it seems that 
the person’s sensitiveness had been increased by the 
first injection. 

These local reactions have many characteristics in 
common with the various types of serum disease seen 
after larger injections of therapeutic horse serum. 

Cases of “local serum sickness ’’ following intra- 
dermal injections of serum have been recorded, 
though more attention has been given to the develop- 
ment of immediate reactions to horse serum following 
a sensitising dose. 

Hooker in 1923 reported a triple reaction to 0-1 ¢.cm. 
horse serum 1—10 given to a patient who had received 
horse serum many years before; wealing and 
erythema appeared at the site of injection at intervals 
of 20 minutes, 5 hours, and 12 hours after the injec- 
tion. He came to the conclusion that these were due 
to the difference in reaction time of the various 
protein fractions of the serum. Later, in 1924, 
he showed that very small quantities (0-01 ¢.em.) 
of horse serum given intradermally produced a general 
sensitisation of the skin after a certain interval of time. 
Park (1924) and Gatewood and Baldridge (1927) 
obtained similar results. Longeope and Rackemann 
(1918) and Mackenzie (1924) reported skin sensitisa- 
tion after large and small injections. Tuft (1931) 
described local delayed reactions to horse serum. 
Delayed reactions to rabbit serum were reported by 
Redfern (1930). Most of the above workers used 
small quantities of serum (0-02 c¢.cm. or less) for 
testing the skin reactions. Kellett and Wright (1930) 
using 0-1—0-2 c.cm. horse serum reported cases of 
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four and six successive reactions in normal people. 
They state that the successive crops of weals avoided 
the injection site and each fresh crop tended to 
avoid skin previously involved. In discussing the 
findings of Hooker they 


state that their own obser- 1ST REACTION 2nd 
vations are not in con- WEALS poe 
formity with the view that ERYTHEMA / 7 
the reactions are due to on™ 


independently. They ipo 
found also that the type of 
reaction depended to a cer- 
tain extent on the concen- X 
tration and amount of 1 
serum injected. 

It was decided to examine 


the protein fractions acting / ‘ } 
ix } 


the reactions (immediate 0 


and delayed) of a series of 
allergic patients to various 
foreign sera using 0-1 c.cm. 
for the production of delayed reactions and to repeat 
the tests after an interval of a few weeks. 


METHOD OF INVESTIGATION 
A series of 21 allergics and 2 normals were divided 
into groups and tested with horse, rabbit, guinea-pig, 
goat, pig, bovine, and sheep serum. The following 
intradermal injections were made in the right arm :— 
Site. Injection. 
0-02 c.cm., saline 


0-02 c.cm. human serum } Controls. 
0-02 c.cm. foreign serum (1-10). 


0-02 c.cm. o - (1-1). 

Pieges pantees bg 0-1 com. , 4 (1-1). 
After an interval of 21 days the tests were repeated 
on the left arm. The delayed reactions described 
below developed at the site of the 0-1 c.cm. injection 


1 

Outer aspect | 2 
arm. GB 

4 


FIRST INJECTIONS 


Z \ 
a \ G, Corus 
/ ; * / 


in the forearm. Tests 3 and 4 with 0-02 c.cm. 
quantities were used for observing the immediate 
reactions as 0-1 ¢.cm. is liable to give an immediate 
positive of a non-specific nature (Coca and others (@) ). 


3rd 4th 


REACTIONS (COMPOSITE) 


INCHES 
! 2 





FIG. 1.—Successive delayed reactions to second injection showing weals and areas of erythema. 


RESULTS 

Immediate reactions (to 0-02 c.cm. serum 1-10 
and 1—-1).—To the first tests there were no well- 
marked positive reactions; the guinea-pig group 
gave weak positives to both concentrated and 1-10 
sera (similar findings were reported by Chant and Gay 
in 1927 and Ramsadell in 1930). The sheep serum cases 
gave weak positives, but these are open to question 
as the human serum controls were doubtful. Reactions 
to the remaining groups were negative or doubtful, 
the bovine group being uniformly negative. (Positive 
reactions to rabbit serum have been reported in 
normals and allergics by Redfern and have been 
observed by the writer in several cases, but in the 
present series they were doubtful or negative.) 

To the second test 21 days later marked positive 
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reactions were given by the two horse serum cases 
(in accordance with the findings of Hooker, Park, 
Mackenzie, and others). The rabbit serum group 
showed a slight but definite increase of reaction, while 
little or no change was observed in the remaining 
groups. 

Delayed reactions (to 0-1 ¢.em. serum). The results 
are set out in Fig. 2. These were of two types corre- 
sponding in the main to the two reactions described 
at the beginning of this communication. The first 
consisted of successive crops of weals with erythema 
and irritation ‘round the injection site, each lasting 
for two to three hours and with intervals of freedom. 
The second type was continuous and resembled an 
inflammation ; erythema and swelling commencing 
at the injection site, slowly extending, tender 
to the touch, and reaching its maximum in 18-36 
hours. The reaction subsided slowly, erythema 
of the skin remaining for as long as 11 days in 
some cases. These two reactions are represented 
in the chart by broken and continuous lines 
respectively, and their size by the signs +, 
++, &c. In a few cases a combination of the two 
types occurred—e.g., a transient crop of weals 
appearing at the periphery of a reaction of the second 
type. In several cases slight delayed reactions 
developed at the sites of the 0-02 ¢.cm. injections 
used for observing the immediate reactions (above). 
These are not represented in the chart. 

Of the six rabbit serum cases only one (No. 4) gave 
a slight delayed reaction to the first injection, after 
seven days. All six cases gave well-marked reactions 
to the second injection as shown in the chart. The 
guinea-pig, goat, sheep, and pig groups gave reactions 
to both first and second injections; the second 
reaction was always more severe than the first and 
developed more rapidly. The bovine serum cases 
gave no reactions to either the first or second injections. 

The two cases tested with horse serum gave well- 
marked delayed reactions to the first injection ; in view 
of this fact, and as the second injections for immediate 
reactions (0-02 c.cm. serum 1-10 and 1-1) were 
strong positives, it was considered inadvisable to give 
them the full 0-1 c.cem. dose of serum. Case 23 
was accordingly given 0-04 c.cm. of serum along with 
a subcutaneous injection of 0-3 ¢.cm. adrenaline 
1-1000 ; a reaction involving the whole length of the 
forearm developed. Case 22 was not given a further 
injection of serum, the marked reaction shown on the 
chart occurring about sites 3 and 4 where 0-02 c.cm. 
serum had been injected. 

All the above cases, with the exception of Nos. 5 
and 6, were “bad serum risks” in view of their 
clinical condition. 

DISCUSSION 

Of the above reactions the most extensive were 
produced by horse serum; less marked by sheep, 
pig, goat, guinea-pig, and rabbit, while bovine serum 
gave no reactions at all even after the second injections. 
The opinion of Coca (b) that “‘ Horse serum is perhaps 
the most innocuous of foreign sera for injection in 
human beings,” does not seem applicable to this 
series of allergics. 

The absence of reaction to bovine serum is of interest 
in view of the work of Kraus (a-c), who reports a very 
low incidence of serum sickness after injections of 
therapeutic bovine serum. 

The use of horse serum in allergics and in those who 
have had marked reactions to a previous dose is 
dangerous (Zinsser; Lamson; Bray; and others). 
Desensitisation is difficult, severe reactions and even 
fatalities have occurred in supposedly desensitised 
eases (Coca (b); Zinsser; Tuft, 1928; Mendeloff; 
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Friedlander and Runnels; and others). It. is 
suggested that the use of bovine serum in such 
allergic cases may diminish the risk of severe 
reactions ensuing. 


I wish to express my thanks to Dr. John Freeman 
for his kind assistance during this investigation. 
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OVARIAN RESIDUE 
A REPORT OF ITS USE IN SIXTY CASES 
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EXTRAVAGANT claims have been made on the 
uses of ovarian residue for inducing and shortening 
the process of labour. One writer states that 
having employed it for inducing labour at various 
stages of pregnancy in 22 cases, he has been led 
to the conclusion that it is practically infallible.* 
Another considers it the safest and most effective 
analgesic he has come across in forty years.? 

An investigation into the uses of ovarian residue 
has been carried out during the past six months 
in the obstetrical unit of the Royal Free Hospital. 
Sixty cases have been studied. The preparation 
used was Parke Davis's Ovarian Residue (without 
corpus luteum) supplied in 1 ¢.cm. ampoules. 

1. Induction of labour.—In 20 cases the solution 
was given for this purpose, patients being from 38 
to 40 weeks pregnant. The method used was the 


following: (a) hot bath; (b) one and a half ounces 


of castor oil; (¢) three hours later, soap enema ; 
(d@) followed by three 1 c.cm. doses of ovarian residue, 
at one-hourly or two-hourly intervals. Further 
injections, making a total of six, were given in some 
cases. 

Of 20 cases so treated, 4 women went into labour 
and were delivered within 12 to 48 hours after onset 


.of labour. In 16 cases, induction of labour was not 


successful. Of the 4 successful cases, 3 patients had 
three 1 c.cm. injections, the remaining 1 four injections. 

2. During labour.—In 40 cases the ovarian residue 
was given during labour. One, two, or three doses 
were given at hourly or two-hourly intervals ; when 
pains were increased after one dose no further 
injections were considered necessary. In 25 cases 
there was definite increase in duration, strength, 
and frequency of contractions. The greater number 


’ See THE LANCET, 1927, ii., 439. 
* Brit. Med. Jour., 1930, ii., 711. 
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were delivered within 12 hours of the last injection, 
the remainder from 12 to 30 hours. Eight cases showed 
a transient increase in strength and frequency of 
contractions, but this increase was not maintained 
for longer than a few hours. In four cases there 
was no apparent change in character of pains. Five 
of the preceding cases were terminated by the applica- 
tion of forceps, two cases being persistent occipito- 
posterior positions. 

In three cases, injections were given during the 
second stage of labour. The first case, a primipara 
with very poor infrequent pains, was given an 
injection about two hours after the beginning of the 
second stage; a definite increase in contractions 
followed, and spontaneous delivery resulted. In 
the second case the patient had had one previous 
pregnancy, terminated by instrumental delivery ; 
she was given three lc.cm. doses of the extract 
on account of feeble infrequent pains; no effect 
from these injections was apparent. The patient 
was delivered with forceps later. The third case 
was one of twins. After the birth of the first infant 
and rupture of membranes the pains did not recur ; 
an injection was given and shortly afterwards there 
was a recurrence ef contractions of moderate strength 
and the infant was delivered in about 15 minutes. 

Two out of the 60 patients noticed a diminution 
in the severity of their pains after the injections ; 
but this was not sufficient to warrant the withholding 
of a sedative for more than an hour or so. 

Summary.—Of 20 cases of attempted induction 
of labour, 4 were successful and 16 unsuccessful. 
Ovarian residue was given during labour in 40 cases, 
in which there were 35 spontaneous deliveries and 
5 instrumental deliveries. Twenty-five showed 
varying degrees of increase in strength, duration, 
and frequency of pains; 8 showed transient increase 
in strength and frequency of contractions, not main- 
tained for more than an hour or two; and in 4 there 
was no apparent change in character or frequency 
of the pains. In 3 the injection was given during the 
second stage of labour; spontaneous delivery followed 
in 2 cases, and instrumental delivery in the third. 

Conclusions.—a) For induction of labour, ovarian 
residue is a very uncertain agent. (b) During labour, 
where pains are feeble and infrequent, ovarian residue 
injections have been of value in increasing the 
frequency of contractions. It is a safe uterine 
stimulant ; contractions after its use are as a rule 
only moderately increased. (c) It can lay no claim 
to being an analgesic; in 2 out of 60 cases studied, 
the diminution in severity of pain was, in my opinion, 
due to a definite decrease in uterine contractions 
immediately following the injection. When the 
contractions were increased in strength there was 
a corresponding increase in painfulness. 

Our thanks are due to Messrs. Parke Davis and Co. 


for supplying ampoules of ovarian residue for the 
purpose of the above investigation. 





NATURAL CURE OF ACUTE OSTEO- 
MYELITIS OF THE FEMUR 


By Duncan C. L. Fitzwriiiams, C.M.G., 
M.D, Eprin., F.R.C.S. ENG. 


SENIOR SURGEON TO 8ST. MARY’S HOSPITAL, LONDON 


SURGERY has become so universal that the 
unaided efforts of Nature are now seldom seen. 
Specimens in our museums bear silent witness to 
her ability to deal with crises, but for the most part 
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the days have gone by when—through lack of 
surgeons, horror of surgery, or want of diagnosis— 
events were allowed to take their course. The 
following case may therefore be of interest as 
showing natural recovery from what was evidently 
an acute osteomyelitis of the femur. 

The patient, a bus driver aged 30, was admitted 
to St. Mary’s Hospital in March, 1932, for swelling 
of the right thigh and lameness. 

History.—Two years ago while at work he was taken 
suddenly ill with a sharp pain in the upper part of the 
right thigh. There had been no accident. He walked 
home with difficulty, and consulted his doctor who diagnosed 
acute rheumatism. He had been paying twopence a week 
for some time to «-hoespitel- into which he was admitted 
in two days’ time; here he was examined and treated. 
An Xray photograph was taken but nothing was noted. 





Radiogram showing results of osteomyelitis of right 
femur (on left) together with dislocation. 


He was very vague about what happened for the first 
two months, for he was acutely ill and delirious most of 
. the time, but apparently nothing much was done and no 
diagnosis was made. He lay in the hospital for twelve 
months, then he was discharged. He could just hobble 
about with the aid of a stick, but spent most of his time 
in a Wheeled chair. After this he attended the hospital as 
an out-patient for six months and was then sent to Hastings 
toa convalescent home. 

A lump then appeared on the outer side of his thigh and 
the massage he was having was stopped. He again attended 
the hospital as an out-patient, and an incision was made in 
his thigh and some pus was let out. Two weeks later another 
small incision was made and again pus was let out. Both 
incisions healed and after some weeks a third incision had 
to be made, and there is still a small sinus left which hardly 
exudes anything. Altogether he attended that institution 
for two years, and no diagnosis as to his condition seems 
to have been made. 

I wrote to the hospital where he was treated and received 
the following in reply: ‘* Mr. was a patient of the above 
hospital from the 26/3/30 until the 29/4/31, suffering from 
septicemia. For many months he was acutely ill, and 
repeated blood examinations revealed a staphylococcus in 
that fluid. A staphylococcus was also obtained from fluid 
in the right knee-joint. The case was, therefore, recorded 
as an unusual case of staphylococcus septicemia. When 
he was able to get out of bed his chief trouble was stiffness 
of the joints of the right leg.” 


On admission to St. Mary’s Hospital there were 
two scars about an inch long along the outer side 
of the right thigh, and a small sinus. The 
whole length of the femur could be felt enlarged. 
The difference in the circumference of the thighs 
was only three-quarters of an inch just above the 
knee, but the muscles on the right side were very 
wasted. Nearer the hip the difference was three 
inches. There was one inch of shortening, and the 
trochanter was raised one inch on the right side. 
Movement at the hip was limited in all directions. 
A radiogram was taken and showed osteoperiostitis 
of the whole length of the femur. There was no 
evidence of a sequestrum or of an involucrum. The 
right hip was dislocated and the upper lip of the 
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acetabulum had disappeared. He has no idea of the 
date at which the dislocation had taken place. 

It is not proposed to do anything to him, for no 
useful end would be gained by gouging a trough in 
the outer side of his femur, he has no sequestrum 
to remove, and his sinus will probably heal as 
readily as the other two have done. It is problem- 
atical that any good could be done by reducing his 
hip-joint ; the posterior wall of his acetabulum has 
been absorbed, and as the joint has probably been 
out of place for 18 months his muscles have all 
accustomed themselves to their altered length. He 
is able to get about fairly well. 





SPONTANEOUS RUPTURE OF THE SPLEEN 
IN A PREGNANT WOMAN 
By A. H. D. Smirn, M.C., M.B. Evin. 
HON. SURGEON, LLANELLY GENERAL HOSPITAL 
W. J. Morrison, M.B. BEF. ; AND 


A. F. StappeEn, D.M. Oxr. 
DIRECTOR OF THE BECK LABORATORY, SWANSEA 





Mrs. A., 31, was first seen by W. J. M. on the 
mo of Oct. 28th, 1931; she complained of slight 
discomfort in the left upper abdominal area and of 


slight pain in the chest which had begun on the 
previous morning. (On that day, Oct. 27th, she 
had done the washing for her family.) On the 
morning of the 28th, on waking, she felt weak, and 
she vomited on rising. She had pain below the 
left costal margin that same afternoon but did not 
feel so ill as to be compelled to remain in bed. There 
was not the slightest suggestion of any injury, but it 
was found that she was three months pregnant 
and had for a few days suffered from palpitations ; 
there had also been considerable vomiting associated 
with the pregnancy. Previous health had been good 
and her past obstetric history satisfactory. 

Careful physical examination revealed no abnormality. 
The pulse was rapid and irregular; there was no fever. 
The patient looked pale but said this was her usual state ; 
she sat up in bed easily. Her condition was ascribed to 
digestive disturbances associated with her pregnancy and 
an alkaline mixture prescribed, but next morning when seen 
again by W. J. M. her condition gave rise to anxiety. The 
poe had risen to 130 and was irregular ; there was no 

ever but she looked ill, pale, and sallow, and complained of 
abdominal pain at intervals. The abdomen appeared fuller 
and there was discomfort and slight resistance over the left 
lower area; pelvic examination showed no abnormalities, 
but there was some suspicion of dullness in the flanks and 
splenic area. Vomiting had ceased and the patient was 
taking food ; urine was found normal. 

On the evening of the 29th A. H. D. 8. saw her in 
consultation and found a pulse-rate of 120 and slight 
fever, 100-:2°F. The patient looked somewhat dis- 
tressed but was not clammy, nor did her condition 
suggest an internal hemorrhage ; there was, however, 
some abdominal distension, and rigidity and tenderness 
were found in the left iliac region. It was recognised 
that some acute abdominal condition was present 


and ruptured ectopic gestation or left-sided appendi- - 


eitis were both considered as possible. 


Laparotomy was decided upon and the case removed 
forthwith to Llanelly Hospital for this purpose. The 
surgeon (A. H. D. S.) openedin the midline and found much 
free blood in the abdomen ; the pregnant uterus was normal 
as were also the other pelvic viscera, but the source of bleeding 
was traced to the left upper abdomen where further investiga- 
tion revealed a spleen moderately enlarged, of firm consist- 
ence, and — between the hilum and the splenic notch a 
laceration fin. long from which blood freely poured. The 
incision was prolonged upwards and after freeing some 
adhesions the spleen was removed with comparative ease. 

Recovery was uneventful and the patient left hospital a 
month later and resumed her household work ; the pregnancy 
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continued normally except for severe albuminuria in the last 
few weeks. At the end of April, 1932, there was a normal 
confinement for a healthy female child and the albuminuria 
disappeared. The patient has remained in excellent health. 

The blood condition was investigated fully soon after 
the operation and at later dates, by A. F. 5. and the 
spleen was also examined. 

On Nov. 15th the Wassermann and van den 
Bergh reactions were both negative; the latter was 


again negative on Jan. 25th, 1932. Blood counts 
gave the following results :— 
Nov. 15th, Jan. 25th, Nov. Ist, 
931. 1932. 1932. 
Red cells. . -. 3,760,000 .... 4,800,000 .... 5,660,000 
Hb. ua ie gy, = eC 
Colour-index .. 0-89 .... 0-61 soem 0-81 
White cells roo sae 9800 batt 8600 
per c.mm. 
Polymorphs o SBR ..c0+ GB or. CM 
perc.mm. 
Lymphocytes .. 3042 .... 3116 .... 2795 
Monocytes oe 1022 ebe60 294 eeee 215 
Eosinophils ee 30 eves 147 sows 86 
Basophils as 30 6008 30 seee 86 


The earlier films showed slight polychromasia and aniso- 
cytosis of red cells, the last count showed quite normal cells. 

At each date the red cells were tested for fragility and on 
ae slightly increased ‘“‘ toughness” of cells was 
‘ound. 


Hemolysis c 
started. Somplete. 
November, 1931.. O-48%  ccsses 0-34°% 
January, 1932 .. a>, ne  ¢0$ene 0-289 
November, 1932. . OES % 3c cccce 0-26° 


The spleen weighed 740 g. and was firm and rounded 
in contour. The site of the laceration has already 
been described ; the spleen when manipulated showed 
intense congestion. Histological examination showed 
the splenic sinuses filled with red blood-cells and clots, 
the latter containing some pigment. The larger 
blood-vessels were distended with clot but showed 
little thickening of the walls. Malpighian corpuscles 
were few and poorly developed ; the splenic pulp 
tissues contained many clear spaces simulating 
the appearance of fatty connective tissue as seen in 
paraffin sections. Fibrosis was not a feature of the 
condition, which conformed closely to the accepted 
descriptions of the spleen in ‘ Banti’s disease.” 

Commentary.—The unsatisfactory status of ‘‘ Banti’s 
disease ” as a clinical and pathological entity is widely 
recognised and it is not possible to assign this case 
with any certainty to the Banti group of spleno- 
megalies. There was thrombosis of the spleen but 
no adhesions, and no enlargement or cirrhosis of the 
liver was detected. Lord Moynihan stresses the 
importance of splenic adhesions in late cases of 
Banti’s disease and splenic anemia,’ so that these 
observations indicate a recent, rather than a remote 
development of the splenomegaly. The blood picture, 
even 12 months after the splenectomy, shows no leuco- 
penia, but this may be due to persistence of the usual 
polymorphonuclear increase following this operation. 
It is of interest that eosinophilia has not occurred. 
The maintenance by the red cells of increased resist- 
ance to hypotonic saline is noteworthy and is perhaps 
a point in favour of a diagnosis of splenic anzmia. 

Apart from the etiology of this splenomegaly the 
practical points emerging are: (1) absence of any 
history of trauma as the cause of the splenic rupture ; 
(2) associated pregnancy, with its successful course ; 
(3) improvement in health subsequent to splenectomy. 


The pre-existence of splenomegaly in every recorded 
case of spontaneous rupture of the spleen is emphasised 
by Mr. A. J. Walton,? to whom we extend our thanks 
for the interest he has taken in this report. 


i Moynihan, Lord: Brit. Med. Jour., 1932, ii., 701. 
* Walton, A. J.: Proc. Roy. Soc. Med., 1928-29, xxii., 1496. 
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SECTION OF COMPARATIVE MEDICINE 


A MEETING of this section was held on March 22nd, 
Mr. W. H. ANDREWS presiding. 


Sir ARNOLD THEILER introduced the subject of 
Deficiency Diseases 


with a survey of the development of the study of 
mineral deficiency disease of domestic animals in 
South Africa. He pointed out the similarity between 
bovine avitaminosis, as described by C. Funk, and 
lamsiekte, a disease of cattle typified by posterior 
paralysis followed by collapse and death. Funk's 
publications stimulated attempts to correlate lamsiekte 
with vitamin deficiency, but all such attempts failed. 
Later the true nature of this disease was shown to 
be that of a tox#mia following the ingestion by the 
mouth of a toxin formed by a saprophytic organism, 
B. botulinus. The connexion between botulism and 
deficiency disease lay in the method of intake of the 
toxin. Cattle living upon pasture deficient in phos- 
phorus develop a craving for this element which they 
attempt to satisfy by chewing carcass debris and bones. 
Rotting carcass material lying upon the veld may 
become contaminated with a saprophytic sporulating 
anaerobe which elaborates a toxin. If the debris 
is chewed the toxin becomes ingested and gives rise 
to the condition lamsiekte. On the same type of veld 
there occurred another disease, “ stiff sickness,” a 
pure phosphorus-deficiency condition, which could 
be produced experimentally and could be shown by 
histological examination to be identical with osteo- 
malacia and, in the case of young animals, with 
rickets. These facts were proved by a series of feeding 
experiments. The exclusion of vitamin factors was 
effected first by feeding a bovine upon polished rice 
and sterilised straw for a period of many months 
without any signs of avitaminosis appearing. The 
control group of a subsequent mineral deficiency 
experiment further substantiated this result. The 
ration in this experiment consisted of maize endosperm, 
sterilised blood meal, and 3} lb. of bad hay supplying 
a@ minimum of roughage necessary to stimulate the 
digestive tract. Such a ration would be almost 
devoid of vitamin, calcium, and phosphorus. For 
the control group bone meal was added to make up 
the mineral ration, but no form of vitamin was 
included. The control animals developed normally. 
Another group was given a sufficiency of phosphorus 
with a deficiency of calcium ; these animals developed 
and calved normally, but all showed retention of the 
fetal membranes. A group given a diet deficient in 
phosphorus but with a calcium sufficiency showed 
osteomalacia and rickets, whilst a group deficient in 
phosphorus and calcium showed the same conditions 
to a yet more marked degree. On examination the 
long bones from the control group showed a thick 
cortex with a compact Haversian system; the 
medulla was not great in extent and was traversed 
by a network of strong lamella and the epiphyseal 
layer was narrow. In animals fed with a diet deficient 
in calcium only the internal lamella were for the 
greater part absent; atrophy began in the medulla 
and progressed outward, the epiphyseal layer being 
normal. In the group deficient in phosphorus atrophy 
of bony substance was advanced, the medullary 
cavity was wide, and the cortex correspondingly 
narrow, the Haversian system sparse, and osteoid 
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was not calcified. In the epiphysis cartilage was 
replaced by medullary tissue, and there was an over- 
production of osteoid with no tendency to calcification. 
In general the picture resembled very closely the 
conditions of osteomalacia and rickets of human 
beings. The advanced atrophy of bony tissue seen 
in heifers was a primary alteration preceding osteoid 
formation when the animals were losing more calcium 
and phosphorus by elimination than they were 
gaining in food. This atrophy was not seen in human 
beings, but the difference was one of degree ; it was 
not a fundamental one. 


Cattle in South Africa live in brilliant sunlight, 
which balanced any vitamin D shortage. American 
workers had fed a cow on a balanced ration but 
poor in vitamins and calcium, and kept her continually 
in the dark. She remained healthy and produced a 
calf which developed normally. Also it had been 
shown that the feeding of calcium carbonate to 
animals suffering from phosphorus deficiency might 
produce worse effects than leaving the condition 
untreated. Sir Arnold Theiler explained that in the 
bovine species calcium- and vitamin-deficiency disease 
had not been produced experimentally, whilst phos- 
phorus deficiency could be produced, the resulting 
condition being one of osteomalacia. Amongst 
equines a condition was described affecting the cranial 
bones. There was a thickening of the maxilla and a 
general increase of porosity of the bone substance 
and decrease in weight. Microscopically there was 
excessive osteoclastic activity with breaking down 
of bone substance which was replaced by a fibrous 
tissue. The condition was an osteitis fibrosa. The 
cause was first thought to be an infective one ; 
however, by feeding horses upon a ration with a 
high phosphorus and very low calcium content 
eases similar to that described had been produced. 
The condition appeared to be one of acalcicosis. 


Prof. 8. J. COWELL said that in man deficiency 
diseases might be considered as: (a) true deficiencies, 
as in scurvy; (b) conditions due to some harmful 
factor which would be neutralised by the factor 
which was deficient, as, for instance, ergot poisoning, 
which produced nervous degenerations but was 
neutralised by the fat-soluble vitamin A; (c) diseases 
normally produced by toxic or infectious agents, but 
which were more likely to occur in the absence of 
some special dietetic factor—e.g., dental caries due 
to infection, but which was frequently associated 
with an incorrect diet. Prof. Cowell described the 
common vitamin-deficiency diseases met in England : 
xerophthalmia followed a deficiency of the fat- 
soluble vitamin A. In one clinic alone 17 of these 
cases were seen in a year. There was frequently an 
associated night-blindness. Patients reacted favour- 
ably to vitamin feeding. Deficiency of the water- 
soluble B complex was rare in England, but abroad 
B, deficiency was a vital factor in beri-beri” and B, 
in pellagra. Deficiency of the antiseorbutic vitamin 
was seen, but the incidence is much lower than 
formerly. Deficiency of vitamin D followed by rickets, 
badly formed teeth, and infantile tetany is common 
amongst the poorer classes who could not afford to 
buy foods rich in vitamins, whilst there was not 
sufficient sunlight in England to compensate for the 
deficiency. The mineral deficiencies included the 
nutritional anemia which followed iron and possibly 
copper deficiency in the milk fed to infants. The 
condition was usually seen in babies fed on cow's 
milk. Addition of iron and copper salts would 
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generally effect a cure. A type of deficiency might 
occur where all the necessary food factors were 
present, but the individual could not absorb or make 
use of one of the factors. An example was ceeliac 
disease, where there was defective fat absorption, 
and consequently the individual lacked the fat-soluble 
vitamin. In pernicious anemia the stomach might 
lack an agent which interacting with food proteins 
produced a factor stimulating blood production: This 
lack might be overcome by feeding liver, as this tissue 
apparently stored the agent responsible for stimulation. 

Dr. H. N. GREEN said that complete vitamin-A 
deficiency leading to death was never seen in England, 
though cases of xerophthalmia occurred. These 
responded readily to vitamin treatment. Mellanby 
had shown that experimental vitamin deficiency in 
the dog might be followed by degeneration of sensory 
and more particularly of the optic nerve. As regards 
the susceptibility of vitamin-A deficient animals to 
infection, it had been shown that rats deficient in this 
vitamin appear more liable to spontaneous infection 
of the genital organs. It was more difficult to 
demonstrate a generalised lowering of resistance, 
and at present opinions varied as to whether such a 
lowering takes place when vitamin A is deficient. 
It was, however, agreed that the feeding of excess 
of vitamin A does not raise resistance above that of 
individuals fed on a normal vitamin ration. Attempts 
to show the influence of vitamins upon antibody 
content have produced conflicting results. The 
difficulty arose when performing experiments of this 
sort in preventing the animals from dying from simple 
malnutrition. When trying to demonstrate -varia- 
tions in resistance due to vitamin deficiency Dr. 
Green had used very chronic types of infection of 
rats, first a mildly pathogenic hemolytic streptococcus, 
and later tubercle infection. Over a large series of 
experiments no statistically significant results were 
obtained. Probably there was a very slight lowering 
of resistance to all types of disease, and a greater 
lowering in certain specific infections—for example, 
those of mucous membranes. As regards the clinical 
aspect of this matter it had been stated that 80 per 
cent. of xerophthalmia cases and 30 per cent. of 
scurvy cases were complicated by other infections. 
The feeding of vitamin A and D to human cases of 
puerperal fever might reduce. the mortality con- 
siderably. Out of 61 severe clinical cases of puerperal 
sepsis 30 were treated with vitamin A with a mortality 
of 38 per cent., whilst there was a 70 per cent. 
mortality in the untreated group. So far these results 
had not been confirmed elsewhere. Examination of 
livers of women dying of puerperal sepsis had shown 
a lowered content of vitamin A; in some cases the 
liver contained no vitamin at all, yet none of them 
had the classical signs of vitamin-A deficiency. 
Treatment of measles with vitamin A was claimed 
to produce beneficial effects, but the treatment of 
large groups of cases of respiratory infections by 
A. J. Orenstein and others had given no significant 
results. 

Mr. M..C. FRANKLIN described the results of 
deficiency investigations in New Zealand. A detailed 
investigation of the iodine content of the soil of 
various areas had revealed a deficiency of iodine 
which was correlated with the occurrence of goitre 
in children. In stock animals it had not been possible 
to show experimentally that ill-effects follow a 
deficiency of this element. Bush sickness of sheep 
typified by anemia and wasting had been ascribed 
by B. C. Ashton to an iron deficiency of the pasture. 
This conclusion was based mainly upon the results of 
soil analyses, and because top-dressing of pastures 
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with crushed iron ore was followed by beneficial 
results. Mairoa disease of sheep was one of mal- 
nutrition with lightening of the bones and eventual 
death; which occurred in districts with alow calcium 
content of the soil. Top-dressing of the soil with 
lime excludes the trouble, whilst top-dressing with 
superphosphate had no effect ; the latter observation 
excluded the possibility of phosphorus deficiency. 
Wairarapa disease of cattle consisted of a seasonal 
malnutrition seen upon pastures where the phosphorus 
content was rather low. It had been found that the 
phosphorus content of the herbage rises in the rainy 
season and falls when it is dry. The state of nutrition 
of the cattle followed the curve of the phosphorus 
content of the herbage. On soils poor in calcium 
and phosphorus, particularly on the Moutere Hills, 
sheep got into bad condition, moped, and showed 
difficulty in micturition. At autopsy renal calculi of 
xanthine were found. Apparently the low phosphorus 
and calcium in the diet upset the purine metabolism 
and in consequence these calculi were laid down. 
Top-dressing of pastures with lime and superphosphate 
removed this trouble. Mr. Franklin believed that 
much of the work done upon mineral deficiencies 
needed revision. Quoting the case of mairoa disease, 
said to be due to calcium deficiency, he said that 
sheep had been fed on synthetic rations containing 
a far lower intake of calcium than that of sheep 
grazing on mairoa areas without showing ill-effects 
The disease might be a generalised malnutrition. 
Top-dressing of pastures improved the quality of the 
herbage apart from its mineral content, which might 
account for the beneficial effects following such 
treatment. 

Mr. H. H. Green, D.Se., said that aphosphorosis 
was well known in sheep as well as in cattle. On the 
Strandveld in South Africa, where sheep were farmed 
on phosphorus-deficient soil, a condition of fracture 
of the pelvic bones was common. Ewes rarely 
showed cestrum, and no attempt was made at breed- 
ing. Lambs were bought elsewhere and were reared 
in this district where, thanks to the phosphorus 
deficiency of their diet, they grew light fleeces of a 
very fine wool which fetched an abnormally high 
price. Cattle in phosphorus-deficient areas also 
showed derangement of the estral cycle and generally 
calved once every two years. As regards the blood 
picture of bovines existing under such conditions 
there was a fall in the inorganic phosphorus content 
of the blood to 20 per cent. of the normal value. 
This preceded the appearance of osteophagia. The 
inorganic blood phosphorus content bore a direct 
relation to the phosphorus content of the soil over 
which the animal was grazing, and it was being used 
as an index in a geographical phosphorus survey in 
South Africa. Animals showed a mortality connected 
with but not due to mineral deficiency. Thus phos- 
phorus-deficient animals showed an increased mor- 
tality from the usual causes of death met under 
ranching conditions, including such an unrelated 
Apparently animals 
suffering from osteophagia lost the sense of discrimina- 
tion possessed by normal animals. Changes in the 
mineral content of the tissues appeared to be 
influenced by other factors than the mineral content 
of the food. Thus feeding of equisetum to cows 
might raise the calcium content of the blood by 100 
per cent.; whilst in a disease known as lactation 
tetany of cows the magnesium content of the blood 
fell by one-quarter or one-half, though there was no 
evidence of magnesium deficiency in the diet. Refer- 
ring to the question of increased susceptibility to 
disease of animals living upon a deficient diet, Mr. 
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Green said that in South Africa and Australia animals 
receiving a diet deficient in minerals were more liable 
to worm infections than animals living on a normal 
diet. He agreed’ with Mr. Franklin’s criticism of 
Ashton’s work upon acalcicosis of sheep. In South 
Africa it had not been possible to devise a synthetic 
diet containing sufficient roughage for normal diges- 
tion which had a calcium content low enough to 
produce experimental acalcicosis in this animal. 

Mr. W. R. Woo_pripee, Ph.D., said that in the pig it 
had not been possible to produce vitamin-C deficiency, 
whilst signs of vitamin-A deficiency appeared only 
after very long periods of dieting. Rickets could 
readily be produced by either vitamin D or calcium 
deficiency. The presence of bone phosphatase as 
well as of calcium and phosphorus was necessary 
for the avoidance of rickets, whilst vitamin D played 
a part in controlling the absorption of ions through 
the wall of the alimentary canal. In addition a 
balance of all the vital elements was essential ; for 
instance, excess of potassium resulted in a decrease 
in the retention of calcium and phosphorus, and a 
condition resembling rickets resulted. The concentra- 
tion of calcium and phosphorus ions in the tissues 
was regulated by hormones and by the sugar meta- 
bolism which took place through the organic phosphate 
state. Mr. Wooldridge concluded by asking clinicians 
whether vitamin treatment was useful in xeroph- 
thalmia and in paraplegia of the dog occurring as 
sequel# to distemper. 

Prof. G. H. WooLprRmpGe said that cod-liver oil 
was useful in the treatment of eye conditions of dogs. 
In paraplegia, and more particularly in hyperxsthetic 
conditions of the skin, vitamin-B treatment was 
most useful. 

Mr. H. Gray said that proper food was not merely 
a question of a balance of food factors. The food 
must be given in the proper form. Feeding dogs on 
tough meat and bone from an early age was a good 
safeguard against pyorrhea. 

Mr. J. T. Epwarps, D.V.Sc., asked if the present 
theory of the causation of milk fever was tenable in 
view of the facts brought forward at the meeting. 
Replying, Mr. H. H. GREEN said that milk fever cases 
showed a low calcium content of the blood which 
appeared to be unrelated to the calcium content of 
the diet. 

Prof. J. G. Wricut asked if milk fever occurred in 
the phosphorus-deficient areas of South Africa, to 
which Sir ARNOLD THEILER replied that milk fever 
was practically unknown in South Africa. 

Dr. H. 8. StTannus pointed out the similarity 
between the osteitis fibrosa of equines fed on calcium- 
deficient diet and a condition known as goundou, 
which is common amongst natives on the coast of 
West Africa. 


SECTION OF EPIDEMIOLOGY AND STATE 
MEDICINE 


AT a meeting of this section held on March 24th, 
Prof. Major GREENWOOD presiding, Dr. J. C. BRIDGE 
read a paper on the 


Influence of Industry on Public Health 


He said that he proposed first to outline in general 
the recognised adverse effects of industry on the 
industrial population, and then to indicate by what 
measures industry protected the health of workers 
from risks. Of diseases directly caused by poisonous 
materials handled in industrial processes, some were 
notifiable by medical practitioners to the Chief 
Inspector of Factories if they occurred in a factory 
or workshop. Two causes of disease stood out 


prominently—namely, lead in the production of lead 
poisoning, and pitch, tar, and mineral oil in the produc- 
tion of epitheliomatous ulceration or cancer of the skin. 
In 1931 46 deaths were notified from epitheliomatous 
ulceration due to pitch, tar, &c., and of these the 
lesion was situated in the scrotum in 26; only 61 
deaths occurred from cancer of the scrotum in the 
whole population in the same year. Twenty-one 
cases of anthrax were notified in 1931, occurring 
among persons handling wool, horsehair, and hides. 
Chrome ulceration of the skin or of the mucous 
membrane now chiefly occurred by reason of the 
desire of the public to have untarnishable metal 
surfaces; when chromium plating was introduced 
the number of cases of ulceration increased in number. 
Among dusts there was ample proof to incriminate 
quartz, SiO,, and asbestos, inhalation of which 
produced in the one case silicosis and in the other 
so-called asbestosis. The numbers of cases of disable- 
ment and death compensated in 1931 were 283 and 
127 respectively. Definite evidence had been obtained 
that fibrosis of the lung caused by the inhalation of 
dust of silica is particularly favourable to the tubercle 
bacillus, and that the course of the tuberculosis in 
such cases is rapid, It was, therefore, obvious 
that the inhalation of this dust must influence the 
incidence of tuberculosis in the general population by 
occasioning fresh sources of infection. The effect 
of the tubercle bacillus on a lung affected with asbes- 
tosis was not at present so well established. It was 
not known whether and to what extent a lung 
affected by emery carborundum was influenced by 
the tubercle bacillus, though frequently a definite 
opinion was expressed on this point. 

Two from the list of diseases scheduled under 
the Workmen’s Compensation Act stood out pro- 
minently—namely, nystagmus and dermatitis. There 
were 8354 cases of nystagmus receiving compensation 
at the beginning of 1931, to which were added 2729 
new cases during that year. ‘‘I have said a disease, 
but it would seem to me that nystagmus is but one 
manifestation of an abnormal reaction to environ- 
ment.” In 1931 1328 cases of dermatitis received 
compensation, and at the beginning of the year 351 
were still receiving compensation for the disease 
acquired in 1930. During 1931 there were 755 fatal 
and 112,494 non-fatal accidents in factories and work- 
shops. Accidents from whatever cause were a loss to 
the community generally, especially in respect of the 
reduction in the standard of living of dependents. 
This country was falling behind other countries in 
providing means for the rehabilitation of persons 
injured in industry. The cost of centres for rehabili- 
tation would soon be repaid by the reduction of time 
lost and by an increase in the ultimate efficiency 
of the injured person. In some ways industry, 
either directly or indirectly, was of benefit to the 
community at large from the point of view of 
preventive medicine—for example, through the 
medical supervision of workers. The extension 
of such supervision was to some extent handi- 
capped by our present system of health insur- 
ance, since an employer who already had to pay a 
weekly sum for medical attention to his workers was 
reluctant to provide also medical supervision for 
healthy employees. This might be a short-sighted 
policy, but was not an altogether unreasonable point 
of view. There were, however, an increasing number 
of medical men attached whole time or part time 
to works, and these were officers of preventive 
medicine in a true and lively sense of the word. 

As to specific diseases due to definite poisons, 
except in one instance—viz., anthrax—they were not 
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communicable to the general public. The methods 
taken for their prevention, moreover, prevented also 
the occurrence of other illnesses. 

The periodic examination of workers engaged in 
work with lead, for example, ensured attention 
being paid to a septic mouth. Dental clinics in 
works were preventive institutions catering for 
a population not at present otherwise provided for. 
It was permissible to hope that the causation of 
cancer by pitch and tar was leading research workers 
to a better understanding of the cause of the disease, 
and the fact that compensation was granted to 
sufferers from cancer considered to be due to industrial 
contact with tar or pitch provided an incentive to 
obtain early treatment. Some doubtless procured 
treatment although the disease was not to be ascribed 
to industry. Further, the medical examination 
of workers in the pitch and tar industry and in the 
shale works had proved a valuable means of preventing 
the occurrence of epithelioma in an advanced and 
inoperable state. The fact that in anthrax no case 
of transmission of the disease from one worker to 
another had occurred might in some measure be due to 
the close coéperation between the medical officer of 
health concerned and the factory department of the 
Home Office. At the Anthrax Disinfection Station 
certain classes of wool were compulsorily disinfected. 
The initial and periodic medical examinations of 
workers exposed to the risk of silicosis and asbestosis 
had brought to light cases of tuberculosis. When 
the figures for chrome ulceration were considered, 
it must be remembered that chrome plating was a 
device to reduce labour and fatigue in domestic life. 
From this point of view some 65 cases of chrome 
ulceration did not appear a very big sum to pay 
for the advantages of saving labour and fatigue. 
If it was true that there was nothing used in 
industry which would not in certain individuals 
produce dermatitis the number of cases notified could 
not be regarded as excessive. If it were possible to 
prevent contact in every case by protective appliances 
such as gloves the remedy was obvious, but it was 
not possible or safe in some cases to use that method 
of prevention. Even so, the measures adopted in 
industry to limit the incidence of dermatitis were 
not unavailing in protecting the health of the indi- 
viduals. It was becoming more and more a habit to 
blame industry for every kind of illness common to 
the general public. It was therefore of interest 
that the increasing incidence of tuberculosis among 
females had been ascribed by tuberculosis officers to 
fatigue and its consequences, not produced by employ- 
ment but by the efforts spent in relaxation. “ Speak- 
ing generally,” said Dr. Bridge, “it is not my view 
that industry as carried out in factories or workshops 
adversely affects health; rather do I think that in 
many respects it exercises a beneficial effect not 
only on those actively engaged in it but also indirectly 
on those not so employed.” 


WOLVERHAMPTON Roya HospitaL.—The financial 
position has considerably improved, the deficiency of 
£3323 on the year being materially less than in 1931. 
The improvement is due to the adoption of the con- 
tributory scheme, which brought in £31,710. At the 
general and women’s hospitals there were 6090 in-patients, 
an increase of 328, but at 38,518, out-patients showed the 
large decrease of 6587. The average stay at the general 
hospital was 15-59 days, a slight increase ; each patient cost 
£6 6s. 8d., a decrease,and the cost of each occupied bed was 
£149 1s. At the women’s hospital the average stay was 


13-7 days, a decrease. The cost of each patient was £9 3s. 2d., 
and the cost for each occupied bed £251 10s. 3d., substantial 
increases in each case. The income of the general hospital 
was £44,761. 
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MEDICAL SOCIETY OF LONDON 





At the meeting of this society on March 27th, 
Sir JonN BROADBENT, the president, being in the 
chair, a discussion was held on 


Headache and Pain in Relation to Chronic 
Inflammation of the Nasal Accessory Sinuses 


Mr. HERBERT TILLEY said that pain was generally 
recognised as a frequent, sometimes the chief, sub- 
jective symptom of chronic inflammation of the 
antrum, ethmoid, frontal, and sphenoidal sinuses. 
This pain might be a generalised headache, or be 
confined to a restricted area, the area suggesting the 
sinus which was at fault. But one, several, or all the 
air cells or sinuses might be inflamed on both sides, and 
yet no history of diffuse or restricted pain be forth- 
coming. Mr. Tilley quoted the case of an elderly man 
with diplopia and some proptosis of the right eye ; 
the corresponding nasal fossa contained many polypi, 
all its sinuses were suppurating and pus under tension 
escaped from the frontal sinus when this was opened 
externally. The posterior bony wall of the sinus had 
been destroyed, and the dura was protected by 
granulation tissue; the floor of the sinus was also 
absent. Yet the patient declared he had never had 
a headache. Mr. Tilley discussed the minute anatomy 
of the sinuses and their connexions, giving special 
attention to the movements of the cilia and their 
effect in clearing the cavities. It was important to 
take every care to preserve mucous membrane which 
seemed at all likely to recover. In some instances, he 
said, headache or pain was produced by mere pressure 
on sensory nerves in the neighbourhood of the lesion. 
However uncertain one might be as to the ultimate 
factors of pain in relation to chronic inflammation 
of the nasal sinuses, it could safely be assumed that 
its primary source was impulses arising in the 
inflamed mucosa of the air cells, which passed along 
their respective sensory nerves to join those others 
which formed the ophthalmic, maxillary, and mandi- 
bular roots of the Gasserian ganglion. Hence they 
issued in the main trunk of the fifth (the trigeminal) 
nerve, to enter its central nuclei, with their numerous 
communications. Pain was more likely to be of the 
localised or the referred variety when only one sinus 
was affected, while general headache was more com- 
mon when more than one air cell was inflamed. The 
pain following chronic inflammation of a sinus was 
usually the result of an acute or subacute primary 
infection which had not undergone resolution. 

Mr. Tilley said that in most cases sinus infection 
was a complication of one of the acute specific fevers. 
The maxillary antrum differed from the other sinuses, 
because an additional source of infection frequently 
arose from septic conditions in and around the roots 
of the second bicuspid and the first and second molar 
teeth, which were generally found to be in close 
relationship with the floor of the sinus. The pain of 
chronic sinus inflammation tended to come on soon 
after the patient rose in the morning, passing off about 
noon, whereas deep-seated pain coming on in the 
middle of the night suggested the possibility of 
syphilis. In chronic inflammation of the ethmoid 
the pain was usually felt in regions bordering the 
inner side of the orbit, and at the root of the nose. 
It was of diagnostic value to know that such pain 
could often be relieved quickly by applying cocaine 
to the internal and external branches of the naso- 
ciliary nerves in the upper and anterior regions of 
the nasal fosse. In some cases, however, pain or 
a feeling of pressure might be felt over the vertex. 
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In frontal sinus trouble the pain was, as a rule, 
localised to the region around the sinus, and was 
aggravated by pressure applied in an upward and 
inward direction to the floor of the air cell. He had 
not much belief in the so-called ‘‘ vacuum headache,” 
supposed to be brought about by encroachment of 
the adjacent ethmoidal cells through which the canal 
passed. When the sphenoidal sinus was involved, the 
pain was usually over the occiput, next frequently 
over the vertex. If the vidian nerve became involved 
by hyperplastic inflammation of the outer wall of 
the sinus and neuritic changes reached Meckel’s 
ganglion, there might be neuralgic pains in the supra- 
orbital, ocular, superior maxillary, mastoid or 
occipital regions; and in some cases pain might 
extend to the shoulder-blade, arm, and even to the 
finger-tips ; lacrymation and sneezing attacks might 
accompany the pain. Diagnosis was usually easy 
because cocaine applied to the nasal mucous membrane 
behind and above the posterior end of the middle 
turbinal would temporarily cut short the pain ; some- 
times cure was achieved by injecting the ganglion 
with 5 per cent. phenol in 95 per cent. alcohol. A 
very definite, and possibly the only, symptom of 
chronic inflammation of the sphenoidal sinus was 
pain over the corresponding mastoid region ; it was 
a referred pain, the sensory impulses passing from 
the spheno-palatine ganglion via the vidian and large 
superficial petrosal to the geniculate ganglion of the 
facial nerve. A question of great importance was 
whether pain associated with the chronic nasal sinus 
lesion might not be due to a cause independent of 
local inflammation. 


Dr. WILFRED HARRIS said the physician’s two chief 
impressions of these headaches and neuralgias were 
the brilliance and rapidity of cures often wrought by 
skilful surgeons, and the difficulty in deciding which 
cases were amenable to surgery, and which were 
not. The pain of sinus disease might simulate that 
of migraine by its periodicity—i.e., commencing at 9 or 
10 aM. and lasting until the late afternoon; and 
antral abscess, probably bilateral, might cause chronic 
headaches and ill-health for years. The cure of such 
cases by drainage was often dramatic, but the abscess 
might lead to secondary frontal cerebral abscess, as in 
two cases he quoted. One of these died, and at the 
autopsy very little exudation was found in the 
antrum; but the left frontal sinus was full of thin 
muco-pus, and the orbital-contents were normal. 
On slicing the brain, a large spherical abscess was 
found in the frontal lobe, close behind the infected 
frontal sinus, with thrombosis of neighbouring veins, 
one of which had ruptured extensively into the left 
lateral ventricle. 

The violent periodic frontal neuralgia in frontal 
sinusitis could be safely treated by cocainising the 
upper nasal mucous membrane at intervals, after 
which drainage of the sinus through the frontal 
foramen might be resumed spontaneously ; it could 
be aided by a later turbinectomy. The great super- 
ficial petrosal nerve was in close relation to the wall 
of the sphenoidal sinus, and this relationship might 
explain the pain sometimes complained of behind the 
ear in acute infection of the sphenoidal sinus. An 
aching molar tooth might cause referred pain upwards 
or downwards to the upper or lower jaw, to the ear, 
and, if unrelieved, into the neck and down the arm of 
the same side. In highly strung, neurotic people 
referred pain spread more widely and readily than in 
others. When general headache was complained of in 
sinus inflammation it should be assumed either that 
some general toxemia was present or that a bilateral 
involvement of the sinuses had taken place. Definite 
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tenderness on pressure was often present in frontal or 
antral sinusitis. He thought the idea that sensory 
painful impressions could be carried centrally along 
sympathetic fibres was founded on a fallacy; such 
cases could probably be explained by the persistence 
of a few uncut fibre bundles, or by the pain being of 
central origin, either organic or functional. The 
balance of physiological evidence was against the con- 
duction of sensory painful stimuli along sympathetic 
nerve trunks. True tic douloureux could have origin 
in an infected antrum, probably through an infective 
neuritis of nerve filaments in the neighbouring 
maxilla. Two common forms of pain in the face 
could be mistaken for that of chronic sinusitis : 
migrainous neuralgia and chronic neurosis of the jaw. 
The first of these affected the region of eyes and 
forehead, and sometimes spread down into both upper 
and lower jaws. Its irregular periodicity, the attack 
occurring every few weeks, perhaps with nausea, 
and lasting 24 to 48 hours, sufficiently suggested its 
association with migraine. Chronic neurosis of the 
jaw was one of the atypical neuralgias, and was 
almost restricted to women of reproductive age ; 
Dr. Harris regarded it as mainly psychalgic in origin. 
The distinguishing feature was the constancy of the 
pain, and the fact that it affected mainly the cheek 
and maxillary region of one side only. This pain was 
unaffected by the movements of eating and handling 
the face, and though there was a variation in the 
intensity of the pain, it was always present during 
waking hours ; sleep was not usually interfered with 
by it. The occasional flushing and slight swelling of 
the cheek might suggest to the doctor a local cause, 
and on this assumption a number of operations had 
been performed on these cases. It was not, of course, 
amenable to any operative interference, and he 
deprecated all local treatment of a destructive nature. 
Many of these cases of chronic neurosis of the jaw 
could be traced back to some shock of nervous 
character. Once a risky line of operation had been 
embarked upon, excuse was found for more and more 
surgery, and then the end might be suicide. Dr. Harris 
related a case with a happy ending which was brought 
about by removing a source of personal antipathy in 
daily work, The frequency of cranial, especially 
facial, psychalgias was explicable, he thought, by the 
reference of one’s ““ego” to the region of eyes and 
face, which peculiarly were the media of emotional 
expression. He had not yet seen a case of facial 
psychalgia among the blind men at St. Dunstan's. 


DISCUSSION 


Mr. LIONEL COLLEDGE said that pain from the ear 
might be localised to the vertex, though this was 
rare. One such case was thought to have extra- 
dural abscess. There might be pain in the region 
of the frontal sinus when that sinus was but little 
developed or even absent; he had seen three severe 
cases of that kind. An incision showed that the 
area usually occupied by the bone was the site of 
very vascular bone, and when the latter was removed 
and the incision sutured, the relief from pain was 
immediate. Pain may here have been due to pres- 
sure on the supraorbital nerve. He agreed that 
many unnecessary nasal operations were performed 
for neuralgias. 

Mr. F. A. WiLLIAMSON-NOBLE spoke of the diffi- 
culty presented to the ophthalmologist in deter- 
mining whether a headache was due to errors of 
refraction or to sinus trouble, and he was anxious 
to know how to determine this. Some cases of 
psychalgia had, to his knowledge, been apparently 
cured when supplied with wrong glasses, the treatment 
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having coincided with the removal of some trouble 
at home. 

Mr. J. F. O’Matiey referred to some work on 
which he was engaged in connexion with the antrum, 
taking oscillographic tracings of air pressures in the 
sinuses under varying conditions. The results he 
had so far achieved had some bearing on the debatable 
“vacuum sinusitis”; such cases were met with where 
there was a tortvous fronto-nasal duct. 

Mr. W. M. MOLLIsoN said that the cases of upper 
jaw neurosis were very troublesome ; some showed 
indications of antral suppuration but no sign of 
antral infection when opened. He also related cases 
in which the cause was psychic, operative measures 
having been futile until some mental stress had been 
removed. 

Mr. HAMBLEN THOMAS did not agree with those 
who said that pain was never referred to the side 
opposite to that of the lesion. Recently he saw a 
woman who complained of pain in the inner side of 
the right eye; the right nasal sinuses were normal, 
but the left antrum was infected, and on draining 
that the pain around the right eye vanished. Many 
women had pain in the frontal region during the 
menstrual period, that region being the seat of 
congestion. 

Dr. Grorce Rippocn said that periodicity was 
one of the most interesting characteristics of the 
pain of sinus disease. The periodic headache of 
antral or sphenoidal sinus disease was less difficult 
to understand than that of frontal sinus headache. 
In the former the headache not only started on 
rising in the morning, but might wake the patient 
at 4 or 5 A™M., usually disappearing when he 
became active, but returning as a result of exertion 
or coughing or sneezing. This headache might be 
due to faulty drainage. Sometimes the pain of 
frontal sinus trouble was so severe that it was accom- 
panied by vomiting which led to the suspicion of 
intracranial disease. Sometimes numbness was a 
precursor of actual pain. Sensory loss might be 
present on the same side, with some swelling of the 
cheek. It was very important to ascertain the main 
focus of infection in every case if possible. 

Dr. WARREN CROWE spoke of a continental form 
of influenza, which probably originated in Copen- 
hagen, associated with violent neuralgic symptoms : 
some of the patients had to be given morphia. There 
was occasionally so much tenderness over the mastoid 
that disease there was suspected. Relief was afforded 
by a spray of 3 per cent. ephedrine. 


Mr. TILLEY, in reply, said it was common to find 
the pain in sinus disease right away from the infected 
sinus. 





LIVERPOOL MEDICAL INSTITUTION 





AT a meeting of this institution on March 16th, 
with Dr. H. R. Hurter, the president, in the chair, 
a paper on the 

Treatment of Eclampsia 
was read by Mr. J. St. GEORGE WILSON. 

The treatment was rendered difficult, he said, by 
the fact that the cause of the condition had not been 
discovered. It varied according to the most recent 
theory of the cause, and the most popular theory 
was that eclampsia was a toxemia due to the presence 
of pregnancy. The treatment of eclampsia proper— 
as opposed to pre-eclampsia—could be divided into 
three parts: (1) treatment during a fit; (2) treat- 
ment to limit the number of fits; and (3) treatment 
to remove the cause of fits. During a fit the posture 
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of the patient was of great importance, because it 
was necessary to prevent aspiration of vomited 
material and edema of the lungs. The introduction 
of a gag into the mouth prevented biting of the 
tongue or cheek, and liability to hemorrhage. In 
order to limit the number of fits the patient should 
be treated in a dark, quiet room. All movements and 
manipulations should be carried out with care. A 
preliminary injection should be given of morphine 
gr.4 hypodermically, and magnesium sulphate 
10 c.cm. of a 20 per cent. solution intravenously. 
The injection of magnesium sulphate might be 
frequently repeated without harm, and up to grs. 2 
of morphine might be given in 24 hours, the number 
of injections being regulated by the condition of the 
patient. After a preliminary colonic lavage, chloral 
hydrate grs. 30 should be introduced into the bowel. 
Chloroform should only be administered when fits 
interfered with necessary manipulations and in cases 
of status epilepticus. An attempt to remove the 
cause of the fits could be made by colonic lavage, 
assisted by magnesium sulphate by mouth or per 
rectum. In the treatment of pre-eclampsia, the 
most important point was the early recognition and 
treatment of albuminuria and raised blood pressure. 
In cases which do not respond to treatment, the 
early induction of labour by mechanical means was 
recommended, with additional antispasmodic treat- 
ment at the onset of labour. Czsarean section had 
no place in the treatment of eclampsia and pre- 
eclampsia. 

In the discussion which followed, Dr. R. J. MrnnittT 
said he had undertaken an investigation into the 
changes of blood-urea following anzsthesia, and the 
inference drawn from this was of some importance 
in the treatment of eclamptic and pre-eclamptic 
patients. He thought that no operation on a pre- 
eclamptic or eclamptic patient should be performed 
with chloroform, and where there was renal damage 
no ether should be used. The only safe inhalation 
anesthetic was gas-and-oxygen. 


Allantoin and Leucocytosis 


Dr. C. J. MACALISTER read a paper in which he 
dealt mainly with a study of the action of allantoin 
in the production of leucocytosis, and the clinical 
results of its administration in certain infective 
conditions. He had made observations over a long 
period, chiefly in cases of pneumonia, and had 
concluded that when that disease was associated 
with a local leucopenia allantoin often considerably 
increased the number of polynuclear cells, and 
this was followed by an early crisis. Little benefit, 
however, was obtained in cases where marked 
toxemia or cardiac failure had supervened. It was 
a remedy which should be given in the earliest stages 
of the disease, and not as a last resort. While recognis- 
ing the difficulty of attributing good results to any 
particular line of treatment in pneumonia, Dr. 
Macalister had satisfied himself that by such early 


, administration the course of the disease was frequently 


shortened. His practice had been to give grs.2 of 
allantoin (which is only soluble to the extent of 
0-5 per cent.) every two hours for six or eight doses, 
and then less frequently. He thought that it was 
most active in conditions where a leucocytosis should 
be protective. 

Dr. E. NoBLE CHAMBERLAIN read a paper on cardio- 
vascular syphilis. 


City oF LONDON MATERNITY HospiraL.—The 
governors are petitioning the King in Council for a charter 
of incorporation. 
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REVIEWS AND NOTICES OF BOOKS 


The Action of the Living Cell 


Experimental Researches in Biology. 
TURCK. 
Pp. 308. 


By F. B. 
London: Maemillan and Co., Ltd. 1933. 
With 17 figures. 15s. 


Tus is a stimulating, provocative, at times exas- 
perating, and always interesting book. The central 
theme is that the products of tissue activity and the 
substances set free in autolysis stimulate growth in 
small concentrations and in large quantities produce 
injury and especially shock. It is one of the more 
important propositions of general pathology and has 
become more significant with a growing realisation 
that the body is a self-regulating arrangement. Some- 
thing of the kind seems to have been guessed at by 
the ancient Egyptians, and John Hunter pointed out 
that “ injury has a tendency to produce the disposition 
and the means of cure” (italics ours). Dr. Turck has 
gathered together the investigations and interest of a 
lifetime and has related them to the germane facts in 
many diverse fields—shock, the ill-effects of under- 
crowding, the healing of wounds, the growth of plants, 
the rearing of animals, and so on ; he has an essentially 
synthetic outlook which is so good that it seems 
almost unfair to wish that he had been a little more 
analytical in working out what the substance (or 
substances) is which comes from tissues and has 
these very important effects. Since Dale and Laidlaw 
worked on shock and Lewis on skin reactions it has 
been customary to talk of histamine or histamine-like 
substances, and some aspects at any rate of the 
reactions to the products of injury and autolysis 
seem undoubtedly to be due to these things. Dr. 
Turck leaves the matter open and uses his own word 
*‘cytost ’’ for the unknown agent. If it is a simple 
organic chemical it certainly has some remarkable 
properties, for repeated doses produce a _ certain 
amount of resistance, it is to some extent species 
specific, and it is not destroyed by charring at 300° C. 
though it will not survive thorough ashing. It is 
here that the exasperation comes in and we hope that 
someone will quickly follow up these strange clues. 
The book is one which ought to stimulate much good 
work on a great problem. 





“Graduated Muscular Contractions 


The Principles of Treatment of Muscles and Joints 
by Graduated Muscular Contractions. By Morton 
Smart, C.V.O., D.S.0., M.D., Ch.B.Edin. London : 
Humphrey Milford, Oxford University Press. 
1933. Pp. 217. 15s. 


PRIMARILY intended as an exposition of the author’s 
particular methods of treatment by graduated 
muscular contractions, this book provides a very 
useful description of the physiology and mechanics 
of muscles and joints, and of the processes by which 
they can be restored to their normal function after 
disease or injury. A good picture is drawn of 
exactly what is happening in and around an imper- 
fectly functioning joint: strains, sprains, articular 
adhesions, and effusions are described and explained 
with unusual clearness. The chapter on manipulation 
of joints and after-treatment should be read by 
everyone who wants to understand the why and 
wherefore of _ bone-setting and in what ways the 
treatment of injuries as usually practised can fail. 

The technique of graduated muscular contractions 
Dr. Morton Smart has made especially his own. 


Here he has set it forth with such wealth of detail 
as should provide a safe guide for those who want 
to learn it. The application of the principles of 
manipulation and of graduated contractions in the 
treatment of individual joints is of considerable 
value, as is also the chapter on trauma and its 
immediate pathological changes. This is thus a 
volume of more general interest than might be 
anticipated from its modest title. 





Die Arbeitsbehandlung zur Reform der 
Lungenheilstitten 
By Prof. 


HANNS ALEXANDER and Prof. Kurr 
ALEXANDER. Leipzig: Georg Thieme. 1932. 
Pp. 100. M.5. 


READERS in England should welcome this account 
of occupational and vocational therapy as applied 
to various sanatoriums on the continent of Europe. 
Although Dr. A. Rollier’s work at Leysin is familiar 
to workers in this country, little has been published 
in British journals on the ways in which such problems 
are tackled in other centres abroad. An introductory 
discussion covers a good deal of ground and deals not 
only with the psychological approach and the economic 
situation of the patients, but also with such important 
questions as costs and the administration of the 
institutions concerned. Illustrations show the various 
types of work done in different centres, including 
handcraft, printing, wood carving, embroidery, 
weaving, raffia work, basket work, as well as more 
ambitious industries such as the manufacture of 
portable buildings and work with a lathe. Even 
photomicroscopy is included. 

The time-table of the Arbeits-Sanatorium Agra, near 
Lugano (p. 37), is instructive. It includes not only 
practical work such as tailoring and leather work, 
but also language courses in English, Italian, Russian, 
French, as well as classes in nature study and law. 
This scheme is probably more ambitious than any 
hitherto attempted in the institutions in this country, 
excepting perhaps village colonies. Though the 
largest section of the book deals with the excellent 
work done in the Arbeits-Sanatorium Agra, descriptions 
of occupational therapy in Swiss, Dutch, and other 
German sanatoriums are included. The subject is still 
a thorny one for sanatorium superintendents, especi- 
ally in view of the present economic conditions, and 
in this book will be found useful suggestions which 
involve but little expense. 





Massage and Remedial Exercises 


By Noe. M. Tipy. Bristol: John Wright and 
Sons, Ltd. 1932. Pp. 429. 15s. 


Miss Tidy has succeeded in presenting orthodox 
teaching in respect of this section of physical medi- 
cine in modern form. She has made no attempt to 
introduce original matter. The principles of the 
Swedish groundwork remain intact, but are supple- 
mented by the fruits of the author’s own experience 
and the opinions of sound authorities, and the 
result is a sane and well-balanced work which should 
take its place as a valued text-book. Each disease 
or deformity is well defined, and the treatment 
indicated is logically linked to the etiology and 
pathology of the case. No superfluous or extraneous 
technique is introduced, and the application of 
common-sense principles is noteworthy. In dealing 
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with fractures Miss Tidy suggests average time- 
limits, and her suggestions are here, as elsewhere, 
sensible, and show that she is alert to possible dangers 
in respect to each injury. Her practical experience 
in the treatment of strains and dislocations leads her 
to note localised findings and “painful spots” 
which can be dealt with with considerable benefit in 
hastening recovery. 

In the section on diseases of the nervous system 
the preliminary survey is clear, just full enough for 
the purpose, and well illustrated by diagrams. The 
Frenkel exercises and the orthodox Swedish exercises 
are rationally applied. Amongst the deformities, 
flat-foot takes a prominent place. We are glad to 
see the advice that supports should be left to the 
surgeon’s choice. The suggestions about shoes are 
adequate, though in metatarsalgia width only and 
not length is emphasised. The diagrams and photo- 
graphs of manipulations are appropriate. Scoliosis 
is well handled, the treatment being suggestive 
rather than didactic. The student is stimulated to 
read and investigate new practical methods. Con- 
stitutional diseases include obesity, and here it is 
satisfactory to find stress laid upon graduated exer- 
cises in conjunction with massage, in opposition to 
the impression of certain patients that the unfortu- 
nate masseuse should do all the work ; incidentally, 
if she does, she is likely to gain most of the advantage 
of a slimming treatment for herself rather than for 
her patient. In the section on hearts the remedial 
work described is that advocated by Dr. G. H. 
Hunt. In the sections on respiratory diseases and 
abdominal and pelvic conditions, where modern 
exercises are advocated, the photographs are helpful. 
It is however questionable whether exercises for 
viseeroptosis should be performed in corset or belt 
as here suggested. Recent teaching seems to suffer 
from a fear of ptosis which is in our view somewhat 


exaggerated. 
Anatomy of Modern Science 


By BERNHARD BaviINK. Translated from the 
fourth German edition by H. S. Harrierp. 
London : G. Bell and Sons, Ltd. 1932. Pp. 683. 21s. 


THERE must be very few persons who are competent 
of their own knowledge and thought to offer a critical 
opinion of the value of the erudition of this remarkable 
book and to discuss in any adequate way the sound- 
ness of the philosophy with which Dr. Bavink weaves 
it all together into a coherent tale, which evidently 
owes a good deal to the skill of the translator. The 
book is divided into four parts: force and matter, 
cosmos and earth, matter and life, nature and man. 
In the course of it the author surveys the present 
state of knowledge in chemistry, physics, astronomy, 
biology, anthropology, eugenics, psychology, and their 
offshoots, and where it is possible for one reviewer to 
judge he does it with accuracy and understanding. 
He has, too, an attractive and catholic sympathy 
with diverse points of view which seems to fail only 
towards astrology and some aspects of spiritualism. 
The book is far more than the descriptive anatomy 
which the title may suggest, for its ultimate purpose 
is to analyse the relation of scientific knowledge to 
human life. Broadly speaking, his background is that 
what we call science is a temporary description of 
an experience which is manifestly incomplete ; that 
what we shall know is more to us than what we do 
know and that, as Mach said, we must learn to put 
up with incomplete knowledge, and to prefer it to 
the apparently complete but inadequate ; it is the 
mystery which is behind the natural world which 
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makes it so interesting. We heartily commend 
Dr. Bavink to our readers, especially perhaps to 
any who may still doubt whether science is one of 
the humane studies. 





A survey of Poliomyelitis under a grant from the 
International Council for the Study of Infantile 
Paralysis, published in Baltimore by Messrs. Williams 
and Wilkins last year and reviewed in THE LANCET 
(1932, ii., 1436), can now be obtained in this country 
through Messrs. Bailliére, Tindall and Cox at 35s. 





Journal of Pathology and Bacteriology 


THE March number (Vol. XXXVI., pp. 201-332) 
contains the following papers. An Examination of 
the Relationship between Streptococcal Antitoxin 
and <Antistreptolysin, by E. W. Todd, L. J. M. 
Laurent, and N. G. Hill (London). By experiments 
on animals and observations on children it is shown 
that the antibody. which neutralises streptococcal 
toxin is not the same as that which neutralises the 
hemolysin.—The Regulation of Marrow Activity : 
Experiments on Blood Transfusion and on the 
Influence of Atmospheres Rich in Oxygen, by A. E. 
Boycott and C. L. Oakley (London). There is an 
intimate inverse relation between the concentration 
and hemoglobin, and the proportion of reticulocytes 
in the circulating blood. Prolonged polycythemia 
does not however produce atrophy of the marrow, 
nor does air enriched with oxygen lead to a definite 
anemia in rats.—The Influences of Breathing Carbon 
Monoxide and Oxygen at High Percentages for 
Prolonged Periods upon Development of Tar Cancer 


in Mice, by J. A. Campbell (London). CO retards. 
but does not prevent the development of cancer ;. 


60 per cent. oxygen has no effect.—A Peculiar Form 
of Muscular Hyperplasia of the Intima of Small 
Arteries, by M. 7 Stewart (Leeds). In an old fibrous 
pleura the small arteries showed a great overgrowth 
of the longitudinal muscle-fibres of the intima.— 
Experimental Skin Tumours in the Rat Produced 
by Tar, by A. E. Watson (Sheffield and London). 
A tar prepared from turpentine proved actively 
carcinogenic in rats, especially when rat fat was also 
applied to the treated area.—The Changes in the 
Liver in a Fatal Case of Epidemic ‘‘ Catarrhal ”’ 
Jaundice, by J. F. Gaskell (Cambridge). A definite 
hepatitis was found with degenerative changes in 
the liver cells and no obstruction in the bile-ducts.— 
The Separation from Clostridium welchii of Variants 
which differ in Toxicity and Antigenic Structure, by 
C. A. McGaughey (Manchester). Two variants, stable 
for four years, differed entirely from the parent 
strain in agglutination and some cultural reactions : 
one produced more toxin, the other much less.—A 
Study of Gliomas by the Method of Tissue Culture, 
by D. S. Russell and J. O.W. Bland (London). Good 
migration of cells was seen in 12 of 20 cultures of 
human tumours obtained by operation; mitotic 
multiplication of the tumour cells was seen only 
twice. The migrated cells reproduced their distinctive 
histological characters.— Dissociation in Certain Myco- 
bacteria, with Special Reference to BS Stability, 
by May H. Christison (Edinburgh). arious acid- 
fast bacilli produce variants characterised by their 
colony types which show varying degrees of instability. 
—-The Classification of Dysentery-coli Bacteriophages. 
(1) The Differentiation by Bail’s Methods of Phages 
Lysing a Typical B. coli Strain, by F. M. Burnet and 
Margot McKie (Melbourne and London). (2) The 
Serological Classification of Coli Dysentery Phages, 
by F. M. Burnet (London). Two papers which lead 
Burnet to the conclusion that the bacteriophages 
are a group of organisms with complex symbiotic 
and parasitic relationships with bacteria —The Influ- 
ence of Heat on the Antigenic Properties of Diphtheria 
and Tetanus Formol Toxoids, by A. J. van den 
Hoven van Genderen (Java). The immunising 
efficiency of diphtheria toxoid is deteriorated by 
heating at 70° C., that of tetanus toxoid is enhanced. 
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THE NEW SAFEGUARD IN LUNACY 
CERTIFICATION 


Tue first test has occurred of the improved 
protection which the Mental Treatment Act gave to 
the medical profession in 1930 against claims for 
negligent certificate. By inserting a new Section 
330 in the Lunacy Act Parliament shifted to the 
plaintiff’s shoulders a heavier burden of proof. No 
proceedings, civil or criminal, are to be brought 
against a doctor in connexion with lunacy certifi- 
cation without leave of the High Court. Leave is 
not to be given unless the court is satisfied that there 
is substantial ground for the contention that the 
doctor acted in bad faith or without reasonable care. 
Nobody could confidently foretell the value of this 
safeguard ; it seemed likely that different judges 
would take different views of the prima facie merit 
of a plaintiff's case. The first of these applications 
for leave to sue the certifying doctor has ended in 
relief for the doctor. The plaintiff was refused 
leave to sue. 

Mrs. PATTERSON, the plaintiff in the case, aged 45, 
was examined last June on instructions from the 
relieving officer of one of the Durham areas by 
Dr. RevuBeN Brown, a Durham practitioner who 
was district medical officer for that area. On 
Dr. Brown’s certificate she was detained in the 
county mental hospital from June 4th to August 2nd. 
She claimed damages for negligent certification and 
she applied to the High Court for leave to bring her 
action. To satisfy the court that there was 
substantial ground for her contention, a group of 
affidavits was put in on her behalf. These were not 
publicly read but it is safe to assume that they were 
directed to prove that Mrs. Patterson was at all 
times of sound mind and that she ought never to 
have been certified or detained ; it may be assumed 
too, in the light of what follows, that it was alleged 
that Dr. Brown’s examination had been brief and 
cursory and that he relied upon information given 
him by others rather than on facts which he 
observed for himself. The new procedure naturally 
requires that the defendant shall have notice of the 
plaintiff's application to the court for leave to sue, 
and allows him to be heard in opposition. Several 
affidavits were put in on behalf of Dr. Brown. His 
own affidavit, corroborated in material particulars 
by others, explained the reasons for his certificate 
and made it clear that his examination of the 
plaintiff had lasted one and a half hours instead of 
being, as alleged, a matter of minutes. There were 
affidavits also from the medical superintendent and 
assistant medical officer of the hospital, from other 
practitioners, and from the husband and daughter 
of Mrs. Patterson. As the sequel shows, they 
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constituted a convincing defence. Meanwhile, the 
cards being thus laid on the table, how was the 
court likely to exercise its special discretion? If 
the plaintiff's affidavits were accepted, there was a 
prima facie case ; if the defendant’s affidavits were 
accepted, the plaintiff was certainly not going to 
succeed. Would the court be satisfied by the 
plaintiff’s affidavits that there was “ substantial 
ground ” for her contention that Dr. Brown had 
acted without reasonable care ¢ 

The issue came first before a master in chambers. 
He inclined to the view that the plaintiff should 
have leave to bring her action unless the case was 
one which, when fully set forth at the trial, a judge 
would withhold from the jury. Putting himself in 
the position of a judge at the trial, the master came 
to the conclusion that the case was one to be left toa 
jury. The facts were consistent with the plaintiff’s 
sanity. Studying the certificate and the evidence 
of what took place, he could imagine a jury awarding 
damages ; he therefore gave the plaintiff leave to 
bring her action. On appeal from the master to the 
judge, this decision was reversed. Mr. Justice 
TALBOT said the section of the Act was clear. He 
did not think the criterion was whether or not there 
would be a case to be left tothe jury. The proposed 
plaintiff had to satisfy him that there was substan- 
tial ground for her contention. He was not 
satisfied. Mrs. Patterson’s advisers then took the 
matter to the Court of Appeal where the judge’s 
ruling was upheld and leave was refused. Unfor- 
tunately the Court of Appeal judgment is 
inadequately reported, so that full guidance on the 
working of the section is not forthcoming. Lord 
Justice ScruTTON, however, did make it clear that, 
just as a judge is protected from actions brought by 
disappointed litigants, so a similar but less protec- 
tion is now given to the medical practitioners and 
others who have to play their part in operating the 
lunacy laws. Dealing with the facts, the Lord 
Justice said it seemed clear that the woman 
suffered from persecution mania. She had not 
satisfied the court that there was substantial ground 
for her contention that the doctor had acted in bad 
faith or without reasonable care; leave to bring 
her action must be refused. 

Thus, though each case will require consideration 
upon its own merits, the interpretation of the new 
section shows the safeguard to be of genuine value. 
A harassing action against a practitioner, who 
certified Mrs. Patterson as much in her own interests 
as in those of others, has been prevented. Dr. 
Brown, and the Medical Defence Union which fought 
his case, may be congratulated on having established 
that the section means no less than it was intended 
tomean. The decision will be a useful precedent. 


” 


PNEUMOCOCCAL INFECTION 


THE more pneumonia is studied the more is it 
clear that the disease is not one and indivisible 
when viewed either as a clinical or a bacteriological 
problem. Its clinical types are almost as many 
and varied as are the bacteria which produce it. 
Each year in London and the big cities we are 
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presented with a group of cases which are never 
quite the same as those of the year before, whilst 
the incidence of the various bacteria found in 
conjunction with acute respiratory disease is always 
changing. In the Milroy lectures concluded on 
p. 680 Dr. RoBpert CRUICKSHANK has done much 
to clarify the position so far as the pneumococcus 
is concerned. He favours the view that in lobar 
pneumonia this organism early penetrates the 
tracheal or bronchial mucosa, whence it spreads 
through lymphatics to the lung root and rapidly 
invades the lung; at any time in the first four or 
five days the infection may spill over into the 
blood stream and in fatal cases the condition often 
becomes a true septicemia. Broncho-pneumonia 
he regards as an endogenous infection produced 
by the pneumococci which are found in the throats 
of a large proportion of the community; the 
infection spreads along, and later through, the 
bronchial mucous membrane, and finally produces 
lobar involvement of the lung with areas of 
collapsed tissue and compensatory emphysema. 
There is reason to think that lobar pneumonia 
is an infectious disease which is endemic in cities, 
with an annual winter epidemic reaching maximum 
prevalence in the spring, and with reservoirs of 
infection in carriers. Broncho-pneumonia, on the 
other hand, is more readily interpreted as an 
autogenous infection developing in people whose 
resistance has lessened. Whichever is under 
consideration, the fact remains that the pneumo- 
coceus—however we may classify it—is always 
with us and very widespread. 

As Dr. CRUICKSHANK points out, it is almost a 
biological law of infection in general that after 
the acute phase of a disease is passed the curve of 
fall becomes less and less steep until it is almost 
a straight line running parallel to the base and 
representing a residuum of chronic carriers of the 
infecting organism. It is this residuum in pneumo- 
coecal infection which must engage our attention 
in the near future, and he puts a number of 
interesting questions which have to be answered. 
First of all, where is the organism carried? He 
suggests that its habitat is most often the naso- 
pharynx or upper respiratory tract and less often 
the fauces. To the second question—lIs the contact 
organism of equal virulence with the pneumococcus 
during active stage of infection ’—the answer is 
less clear, because the virulence tests in use in 
laboratories are at present none too accurate ; but 
his investigations seem to indicate that there is 
no appreciable difference in the virulence of the 
pneumococcal strains examined during the acute 
and convalescent stages of infection, and that 
the strains from contacts and chronic carriers are 
not less virulent to the mouse than those from 
cases in the acute stage. To a third question— 
What predisposes to the chronic carrier condition ? 
—Dr. CRUICKSHANK replies that he believes that 
most chronic carriers suffer from some pathological 
condition of the upper respiratory tract or from 
chronic bronchitis, whereas similar infections are 
less common among non-carriers. To illustrate the 
behaviour of organisms in carriers, he quotes some 
valuable observations made in a closed community. 
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Since January, 1932, Dr. J. McLeop has carried 
out a monthly bacteriological examination of the 
nasopharyngeal fiora of 100 to 110 inmates of 
Woodilee Mental Hospital, and has noted that 
whereas some of them harbour the same type of 
pneumococcus throughout the year, others are 
intermittent carriers with a frequently changing 
pneumococcal type. The types most often recovered 
in the latter group were those most prevalent in 
the wards where they slept, and presumably they 
pick up organisms from the chronic carriers with 
whom they are in close association. It was further 
noted that the same pneumococcal types were 
found in the upper respiratory tract of healthy 
persons and of those with intermittent and chronic 
bronchitis. 

As regards the biology of the pneumococcus 
itself, Dr. CRUICKSHANK’sS lectures cover and 
summarise an extensive literature, but they do 
more than this. They have advanced the study 
of the organism by a new and original demonstra- 
tion of the differences between the colonies of the 
three well-recognised Types, I., II., and III. In 
Type I. the colony is compact, in Type II. it is 
definitely of a looser texture, and in Type III. of 
a still looser texture, which indicates that the 
difference in the amount of capsular substance 
round each organism causes a difference in texture 
of colony, Type I. having the smallest amount of 
capsular substance and Type III. the largest. 
The pneumococcus is only virulent for laboratory 
animals when it has a well-developed capsule, 
the toxin of which, now known as §8.8.8., is believed 
to be a carbohydrate. Inasmuch as this “ specific 
soluble substance ” resides in the capsule it seems 
likely—and this is borne out, by laboratory experi- 
ment—that Type III., which has the largest 
capsule, produces the most toxemia. This substance 
also has an antileucocytic effect, and therefore 
we may expect to find a lower leucocyte count 
with the highly toxemic Type III. than with 
the less toxic Type II. or the least toxic 
Type I. This is a line of clinical research which 
might yield helpful results in support of typing 
tests. 

Dr.CRUICKSHANK’S lectures emphasise the need for 
much more careful routine bacteriological examina- 
tion. Only by this means shall we come to possess 
the necessary data for accurately relating the 
infection in the carrier to infection in the patient. 


<n 


THE LAWBREAKER* 


RECENT events in England and America would 





‘ appear to indicate that the current methods of 


dealing with crime are largely ineffective. The 
increasing sensationalism of the popular press 
tends to foster this notion, suggesting that crimes 
are more frequent and evil-doers more daring than 
they used to be. In these penny dreadfuls the 
common criminal has become a “ gangster,” an 
ordinary shopbreaker, a “smash and grab raider,” 

2 The Lawbreaker: A Critical Study of the Modern Treatment 
ofCrime. By E. Roy Calvert, Author of *‘ Capital Punishment 
in the Twentieth Century’; and Theodora Calvert, Barrister- 
at-Law, Inner Temple. London: George Routledge and Sons, 
Ltd. 1933. Pp. 294. 7s. 6d. 
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and the itinerant thief a “‘ motor bandit.’’ Designa- 
tions such as these are merely ludicrous, while 
those thus pilloried are pathetic. One who 
visits the yard of a prison at exercise time and 
watches the prisoners file past gets an impression, 
not of a band of gallant desperadoes, handsome and 
cynical highwaymen, but of an ill-assorted collec- 
tion of social misfits, physically and mentally 
subnormal. It probably would come as a surprise 
to the enterprising journalist, who chronicles their 
exploits with such gusto, to learn that “‘ about 
half of all those sent to prison go there not because 
of criminal acts, but for failure to find sums of 
money.” This is a quotation from a critical 
study of The Criminal and his Treatment by 
Mr. and Mrs. Roy Catvert. Recently Mr. CLaup 
MULLINS, magistrate of the North London Police- 
court, was reported to have declared himself 
shocked to discover whole corridors of cells in 
Brixton Prison labelled with the word “‘ Debtor.” 

The ‘“ Criminal Statistics’ for 1930, the latest 
available, which were published last April, revealed 
a serious increase in certain types of crime—namely, 
house- and shop-breaking, a reflection of the general 
economic depression. But of the 53,063 men and 
the 6873 women received into the prisons of 
England and Wales, including 774 for Borstal 
detention, 13,276 (or over 20 per cent.) were “ non- 
criminal”’ prisoners who, as Mr. and Mrs. CALVERT 
point out, went to prison by civil process or 
“in plain English as debtors,” another 12,497 
(or 20 per cent.) were sent there for the non-payment 
of fines, and 7504 (or 12 per cent.) on remand 
without bail before trial, mostly because they 
* lacked the necessary means or influence to obtain 
bail.” Thus, in 1930 alone, over 33,000 persons 
were sent to prison for their failure to find sums of 
money for the payment of bail, fines, and debts, 
and the remaining 26,659 for ‘‘ criminal ’’ reasons. 
The majority of the persons in this latter group 
consisted of uneducated, unskilled men and 
women under thirty or over fifty years of age ; 
among them there were only 2234 who could 
read or write well, and not more than 106 who 
were of “superior education’’; 19,985 were 
labourers, charwomen, and _ unskilled workers, 
another 1567 had been domestic servants, making 
a total of over 20,000 of types of low wage-earners ; 
finally, 13,427 were under thirty and 7438 over 
fifty years of age. Of such, then, in 1930 were our 
so-called racketeers ! 

In view of the prevailing ignorance of the actual 
crime situation in England, and the extraordinary 
irresponsibility of the press in the matter, there is 
a real danger that the nation may be stampeded 
into the adoption of reactionary methods, designed 
to ‘‘ put more teeth in the law,” against the 
poorest and the weakest of its members. Every 
responsible citizen, certainly every medical man, 
should endeavour to acquire some understanding 
of the present-day incidence of crime, of its causes, 
and of the relative success or otherwise of its 
attempted treatment so that he may the better 
appreciate the principles and issues involved. To 
spread this knowledge is the declared aim of the 
authors of ‘‘The Lawbreaker.””. They have pub- 
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lished a clear and informative account of the nature 
and extent of the problem of modern crime, of the 
machinery of justice set up to deal with it, of the 
experiments already made and the knowledge 
gained, evaluating that knowledge in the light of 
past experience and with a view to future progress. 
They do not claim that the right treatment of 
crime is a simple matter ; it is indeed a problem of 
the greatest possible complexity. The confidence 
of success among those who put forward simple 
solutions to such problems usually varies inversely 
with their knowledge and experience, but a just 
appreciation, as is shown here, of the intricacies 
of the matter is a guarantee of competence to 
expound its complications. The true facts about 
modern crime and its treatment in England must 
be understood if an enlightened public opinion is 
to be formed on this distressing by-product of our 
civilisation. 


THE NUTRITION OF THE HEART 


In cardiology, as elsewhere, disturbance of 
function, as distinct from anatomical change, 
receives more and more emphasis. The electro- 
cardiogram is useful here because it gives an 
indication of the time taken for the excitation wave 
to pass through the various portions of the 
myocardium, of the direction of this wave, and 
finally of lack of response by portions of the muscle, 
which may be inferred from changes in the shape 
of the curve. Alterations in the shape or direction 
of the T wave have for some time been held to 
indicate a myocardial defect, and more recently 
changes in that part of the curve which lies between 
the R or S waves and T have also been considered 
significant. We know now, however, that such 
changes do not necessarily indicate disease, in the 
sense of macroscopic and permanent changes, 
and that they are merely signs of altered function 
of the muscle and may be quite transient. For 
example, inversion of T in all leads may be seen 
after a paroxysm of tachycardia in a subject who 
has no discoverable disease apart from the attacks 
of rapid heart action: the T changes must be 
attributed to temporary fatigue of the heart muscle 
occasioned by the rapid beating, for the curve will 
become completely normal within a few days. 
Similarly during a mild attack of angina pectoris 
brought on by exertion or excitement there may be 
fleeting changes in the T wave and in the R-T 
segment exactly like those seen after cardiac 
infarction. 

In diabetes, too, the nutrition, and consequently 
the function, of the heart may suffer. Diabetic 
patients often have organic cardiovascular disease, 
and a number may be expected to give abnormal 
electrocardiograms for this reason ; but that some 
of the abnormalities are dependent on remediable 
metabolic defects is shown by the effect of treat- 
ment with diet and insulin in causing their dis- 
appearance. On the other hand, too rapid a 
reduction in the blood-sugar level by insulin may 
result in a condition of shock and myocardiai 
impairment. Thus Soskrx and_ collaborators! 


1 Soskin, S., Katz, L. N., Strouse, S., 
Arch. Internal Med., Jan., 1933, p. 122. 





and Rubinfeld, 8. H.: 
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report changes in the direction of T (in both 
directions) and shift in the R-T segment, as a result 
of such insulin shock. It is important to note 
that similar changes may take place when a 
diabetic is fed on a low carbohydrate diet without 
insulin ; this supports the view that insulin may, 
by reducing the supply of carbohydrate readily 
available to the organ, have a deletefious action 
on the heart when used in excessive doses in 
patients with cardiovascular disease. The observa- 
tions of CRUICKSHANK and Startup? that in the 
presence of hypoglycemia produced by insulin 
the heart uses less glucose but more protein and 
fat as sources of energy is in keeping with this 
view. Work done in the last few years, showing 
that a high carbohydrate diet may have a bene- 
ficial effect in congestive failure and in angina, 
suggests that a diseased heart requires a greater 


* Cruickshank, E. W. H., and Startup, C. W.: 


I Jour. of 
Physiol., 1933, lxxvii., 365. 
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supply of carbohydrate than the normal one. 
It seems fairly well established now that angina 
is usually, perhaps always, dependent on a relative 
reduction of the flow of blood containing adequate 
nourishment through the heart wall. Dr. K. 
SHIRLEY SMITH in our last issue called attention 
to the occurrence of anginal pain in anemia and 
metabolic disturbances where the work of the 
heart is increased or its nutrition is defective. The 
way in which this pain is produced is as yet by no 
means understood; for the parts played by 
accumulation of metabolites, the sensitiveness 
of the nervous system, and the antagonism of 
congestive failure await elucidation. 

However this may be, it is important to appre- 
ciate that an adequate supply of glucose is essential 
to the diseased heart; and when diabetes com- 
plicates the picture a reduction of the blood-sugar 
to subnormal or even normal levels may impair 
its nutrition and lead to cardiac distress. 


ANNOTATIONS 


TUBERCULOUS INFECTION 


THOUGH cutaneous tuberculin tests are of little 
value to individual patients—for a positive reaction 
merely indicates a state of allergy resulting from 
previous infection, and supplies no information about 
the presence of active disease—the general application 
of the Pirquet test, or one of its modifications, to a 
community provides valuable means of studying the 
incidence and reservoirs of infection. Figures based 
on post-mortem examinations in hospitals serving 
the poorest areas of densely populated towns, and 
others showing a high percentage of positive reactors 
to tuberculin in similar communities, have given the 
impression that infection among civilised peoples is 
almost universal. In similar circumstances acute 
tuberculosis is a common.cause of death in early 
infancy, and the deduction has been made that though 
the unprotected person is highly susceptible to a 
massive infection, minimal infections have a beneficial 
result because they stimulate the production of anti- 
bodies and thus increase resistance till, by degrees, an 
almost complete immunity has been attained. It was 
for this reason that the late Clive Riviére went so far as 
to deprecate a tubercle-free milk-supply for children. 

Recent research, however, notably in the United 
States, has proved that even in civilized communities 
infection is by no means universal. Its incidence, as 
Dr. J. A. Myers? rightly insists, must depend on 
opportunities for exposure to infection, and though 
the tenement areas of large towns may still show 
positive reactions in over 90 per cent. of adults, such 
a figure is by no means representative of the country 
as a whole. Thus skin tests carried out at a school in 
a small town in Minnesota only yielded one positive re- 
action, while a similar investigation of the cattle in 
the same district proved the herds to be free from 
tuberculosis. Dr. Myers also quotes an area in 
North Carolina, where only four per cent. of the 
residents were positive reactors. Similar investiga- 
tions in this country would probably reveal similar 
variations. From the public health point of view the 
question is one of vital importance when the employ- 
ment of consumptives is considered. If we have no 
right to assume a universally tubercle-infected and 
therefore tuberculosis-immune adult population (so far 
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as exogenous reinfection is concerned), consumptives 
should not be allowed to work in company with 
adolescents or young adults who have not developed 
even the degree of resistance that reaction to a primary 
infection may have provoked. Those who hold that 
both exogenous and endogenous reinfection and re- 
sulting disease are possible, will be strengthened in 
their opinion that the consumptive may be a dangerous 
work-fellow in a factory where special supervision is 
impossible, where ventilation may be defective, and 
overcrowding the rule. 

The results of tuberculin skin tests carried out in 
correlation with radiographic investigations are also 
disturbing to other preconceived theories. It has for 
long been accepted that tubercle bacilli falling on 
“virgin soil” give rise to virulent and unusually 
fatal disease. The nursling tended by a consumptive 
mother dies of tuberculous meningitis. The negro 
leaving his native wilds and coming for the first time 
into contact with civilization falls a prey to galloping 
consumption. The deduction that in each case 
disaster was due to a complete lack of resistance to 
tuberculous infection seemed reasonable. Recent 
research, however, indicates that though repeated 
infection in massive doses may be the cause of acute 
and fatal disease, even in early infancy, a surprising 
toleration is often observable. “‘ The finding of a 
parenchymal lesion in the chest of a child of two 
years or under, or the finding of a positive tuberculin 
reaction, no longer,’ Dr. Myers writes, “ justifies a 
grave prognosis.”” Parenchymatous disease of the 
type usually termed epituberculosis, the chronic form 
of miliary tuberculosis, tuberculous pleural effusions 
and infections of the lymphatic tissue around the lung 
roots, are examples of tuberculosis of benign type 
common in early childhood, though whether these are 
all to be classed as primary infections is doubtful. 
And if primary infection is postponed till adolescence 
or early adult life is reached, galloping consumption 
by no means always follows the first exposure to 
infection. More or less benign tuberculous mani- 
festations have been noted in young adults previously 
tuberculin-negative, when for the first time exposed 
to the opportunities of spray infection. They have 
been observed to react as children react under similar 
conditions. The well-known work of Heimbeck has 
drawn attention to this similarity in response to a 
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first attack among student nurses. It is thus possible 
that Dr. Myers is right in his contention that when 
disaster occurs it does so for the most part in the 
bodies of persons who have already developed the 
first infection type of tuberculosis, and that it is 
usually remote in time. 


PAINLESS DENTISTRY 


MEASURES devised to lessen the pain which oceurs 
when a tooth is filled must be easy of application, 
devoid of risk to the health of the tooth, and speedy 
in their use and effect. The busy dentist has to work 
to a time-table and methods which are so onerous as 
to demand a lengthy special appointment cannot be 
used as a routine. Long ago it was laid down that 
the discomfort of preparing a tooth for filling is 
proportionately lessened if sharp tools are used, if the 
movements of the hand are deliberate and purposeful, 
and the engine bur is not allowed to run until it 
becomes hot. These very simple precautions will 
often suffice to render the filling of a tooth free from 
actual pain, although a stimulus which one person 
will find trivial may be unpleasant or even unendurable 
to another. Various drugs have their uses on occasion : 
eugenol or pure phenol placed in the cavity and 
evaporated with warm air will sometimes lessen the 
pain for a few moments and can be renewed frequently. 
At best they mitigate pain rather than abolish it. 
A paste recommended by Lewin Payne, containing 
paraform, is undoubtedly useful, but cannot be used 
in deep cavities for fear of irritation. The application 
of cold lessens the pain of excavating a cavity. Many 
years ago a spray of ethyl chloride on the tooth was 
advocated, but the pain produced by its evaporation 
proved almost greater than that of the drill. A fine 
jet of oxygen under pressure was also tried, but the 
machine was cumbersome and the freezing was apt 
to cause after-pain and even permanent damage to 
the pulp. More recently a spray of cold water on 
the tooth has been found surprisingly effective ; the 
water must be continuously applied and needs an 
assistant. The method is most suitable for accessible 
cavities in anterior teeth, such as the sensitive holes 
at the necks of teeth. A jet of compressed air, 
available in most surgeries, is often equally useful 
within the same limitations. Local anesthetics which 
play so large a part in painless extraction have a 
distinct field in conservative dentistry, but a limited 
one. The upper front teeth can usually be rendered 
insensitive in a few minutes by a submucous iniection, 
but the analgesia is less complete in the case of the 
upper molars. In the lower jaw the density of the 
bone makes the effect of submucous injection uncer- 
tain. Regional injection of the inferior dental nerve 
where it enters the jaw will usually result in complete 
analgesia after 10 to 20 minutes, but the time is so 
long that the dentist who finds a lower tooth extremely 
painful must either trench on the time allotted to 
the next patient or make a special appointment of 
sufficient length. Difficulties of this kind place a 
definite limitation on the use of local anwsthesia in 
conservative dentistry. Another drawback is that 
the analgesia deprives the dentist of the warning 
conveyed by a sensitive pulp. The fact that the 
tooth is inert may tempt him to run the bur so quickly 
as to become hot and damage the pulp. An exposure 
of the pulp may be made, and since the anesthetic 
tends to constrict the blood-vessels of the pulp, so 
that there may be no bleeding point, the exposure 
may pass unnoticed; and if the filling be then 
completed there may be severe pain when sensation 
returns. If such errors are avoided, there is still a 
risk that the tooth may remain tender for a time 


PAINLESS DENTISTRY.—THE VOLUNTARY BOARDER 


[APRIL 1, 1933 707 
after a local anesthetic. Again, many patients 
dislike intensely the prick of the needle, the wooden 
feeling of the tissues when anesthetised, and the 
sensation when they return to life. It may indeed 
happen that, when a local anwsthetic is suggested 
as a means of making the preparation of a sensitive 
tooth painless, the patient says frankly that he 
preiers the pain to the injection. Yet with all its 
drawbacks this method has a greater field of usefulness 
in lessening the pain of conservative dentistry than 
any other device. In cases of extreme sensitiveness 
or with very nervous patients a light nitrous-oxide 
anesthesia may be used to abolish pain, but this 
handicaps the dentist in his work, and should only 
be used exceptionally. The wise dentist will employ 
every device to lessen pain in its appropriate place, 
but no physical or chemical method can supplant the 
personal factor. The sympathetic operator who 
works with a light touch and keeps his instruments 
sharp, who knows the anatomy of the teeth so 
thoroughly that his every stroke is purposeful, who 
watches the unconscious reactions to painful stimuli 
and does not allow them to become unendurable, 
who above all can inspire his patients with 
confidence and make them realise that he is the master 
of the tools he uses—such an operator will make the 
dental chair, if not painless, at least tolerable to the 
vast majority of his patients. 


THE VOLUNTARY BOARDER 


THE tendency of all those engaged in reform of the 
lunacy laws is to encourage the system of voluntary 
boarding in mental hospitals and to keep certification 
as a last resort. Dr. H. L. Wilson, in a careful study 
of the voluntary boarders admitted to The Retreat, 
York, points out that there are certain drawbacks to 
the voluntary system which have not been given much 
attention. He has therefore set himself to classify 
and elucidate these drawbacks by a study of the 
experiences of The Retreat, where 837 persons were 
admitted on a voluntary basis between Jan. Ist, 1891, 
and Dec. Ist, 1930. As 134 of the patients were 
admitted on two or more occasions he had 1095 
admissions to consider—a number which would 
probably have been greater had the fees of the 
hospital been lower. ‘The great majority were cases 
of melancholia (38 per cent.) or manic-depressive 
psychosis (13 per cent.), followed by schizophrenia 
(7 per cent.), mania (7 per cent.), anxiety states and 
hysteria (6 per cent.), confusional states and alcoholism 
(5 per cent. each), and senile dementia (4 per cent.). 
Other conditions reached only 1 or 2 percent. It is clear, 
Dr. Wilson remarks, that the types of psychosis from 
which these patients were suffering would not ordin- 
arily be assocjated with clear volition. He points 
out that even paranoid and senile cases may sometimes 
be suitable for voluntary admission, as the hospital and 
its routine may remain outside the delusional system 
of the paranoid, and improvement is not infrequently 
seen in the senile—for instance in the acute confusion 
accompanying a small thrombosis. <A study of the 
results of treatment shows that these are very similar 
in the certified and in the voluntary, but comparison is 
complicated by the relatively frequent departure of the 
voluntary patient before full recovery has been 
attained: 44 per cent of the boarders, but only 4 per 
cent. of the certified, leave against the advice of those in 
charge. An unsatisfactorily high number of boarders 
leave while their prognosis is still good if they will stay 
in hospital but is doubtful if they leave. The number 
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of recovered and relieved voluntary cases cannot, 
therefore, be properly compared with the number of 
the certified, whose departure is usually the result of 
quiet decision and less associated with hurry aud 
impulse. 

Dr. Wilson discusses the reason for this rather 
uncertain state of the voluntary boarder in relation to 
the different types of psychosis. The melancholic is 
anxious for admission, but his very dependence on 
others increases his apprehension as soon as the 
support of his family is removed, and until he has 
transferred his affects to doctor or nurse he is all too 
likely to feel that he has done wrong and to want to 
reverse his decision. The hypomanic, on the other 
hand, confers a favour on the hospital by entering it ; 
he will march off if things are not as he would like 
them to be and resent any suggestion that he is unfit to 
do so. Psychoneurotics give in their notice constantly 
in order to attract attention to themselves. Dr. 
Wilson emphasises the importance of making both the 
patient and his relatives feel that hospital is the best 
place for him. He analyses the motives, conscious 
and unconcious, which make the relatives doubt the 
wisdom of their decision and unsettle the patient in 
his, and points out the value of spending time and 
trouble in securing the coédperation of all parties from 
the start. The doctor, he thinks, is apt to under-rate 
the strain imposed on the relatives even if he is 
prepared to take the necessary trouble to relieve the 
anxiety of the patient. The latter needs a sense of 
security, routine, and friendliness. The sense of 
powerlessness of the melancholic must be recognised 
and relieved, and the hypomanic must be met on his 
own plane, accepting his assertions and avoiding his 
arguments. 

A very serious aspect of this departure against 
advice is the possibility of subsequent suicide. Almost 
half the boarders who left in this way were melancholic, 
and 58 of them were deemed to be potential suicides ; 
14 of these actually ended their lives within nine 
months, and 2 nearly succeeded in doing so. Dr. Wilson 
cannot escape the conclusion that the voluntary 
system allows a number of suicidal cases to leave 
hospital care where certification would retain them. 
The possibility of suicide is not easily recognised by 
relatives and even the general practitioner plays a 
part in discouraging hospital treatment of cases of this 
kind. One of the great advantages in the voluntary 
system recognised by Dr. Wilson is the possibility of 
treating alcoholics and psychoneurotics who would 
not be certifiable. Fifty-two of the cases admitted to 
The Retreat were alcoholics, and 99 suffered from 
some form of psychoneurosis. The neurotic is willing 
to come for treatment and finds in hospital a routine 
and discipline which are unobtainable at home and 
which are of the greatest benefit to him. 


THE LIVER IN “CATARRHAL” JAUNDICE 

Tue mechanism of catarrhal jaundice has long 
been in dispute, for opportunities of examining the 
liver have been few and far between. Particular 
interest therefore attaches to a case described by 
Dr. J. F. Gaskell. A child of 5, in apparent good 
health, was operated on for tonsils and adenoids. 
There was a good deal of hemorrhage, and next day 
she was jaundiced and febrile. The jaundice increased, 
though the temperature fell to normal, and the child 
died on the third day from uncontrollable haemorrhage 
from the throat. Subsequent inquiries showed that 
a mild epidemic of jaundice had been going on in the 
village where the child lived ; no evidence of spiro- 
chztal infection was obtained. Post mortem the liver 
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was swollen, pale, and yellow. Microscopically there 
was a general infiltration of the portal canals with 
polymorphonuclear leucocytes and lymphocytes, most. 
marked towards the final interlobular ramifications. 
The bile-ducts were everywhere patent, empty of 
bile, and the epithelial lining healthy. The liver cells 
were swollen and degenerated, with irregular nuclear 
staining, and numbers had been detached in the 
sinusoids and were found in the hepatic and portal 
veins. The condition, therefore, is one of toxic 
injury to the liver cells, and that this should cause 
jaundice is easy to understand now that we know 
that the function of the liver parenchyma is not to 
make bile-pigment but to pass it from the blood into 
the bile-ducts. The ease evidently belongs to the 
form of epidemic jaundice which is not due to spiro- 
chetes, and Gaskell points out that the more severe 
examples may constitute what are generally known 
as “subacute” and “acute atrophy ”— indifferent 
names for varying degrees of liver necrosis; in 
Sweden and elsewhere the association has actually 
been observed. 


UNIVERSITIES YEAR BOOK, 1933 


Unver the guiding hand of Sir H, Frank Heath, 
the Year Book of the Universities of the Empire 
gains in completeness and usefulness from year to 
year. From its first appearance in 1914 it has aimed 
at presenting in handy form such information about 
British universities, of which there are now 70 or more, 
as is likely to interest members of other universities 
and colleges, government departments, clubs, school- 
masters, and the public generally. This year perhaps 
the public has been served to especially good effect, 
as the qualifications for admission to a university 
in the first instance have been set out with great 
fullness and clearness in an appendix of nearly 30 
pages. This information had previously been con- 
tained in two separate appendices and in paragraphs 
in the main part of the book under the several 
universities ; but the conditions of admission, for 
better or for worse, are still so complicated that they 
cannot be set out other than as rather an inchoate 
whole. Another substantial addition is the inclusion 
in this volume of the Memorandum and new Articles 
of Association of the Universities Bureau, together 
with the names of the representatives of the member 
universities. Some of the other newly added appen- 
dices tend to grow, as, for instance, the list of 
international federations and the useful short biblio- 
graphy at the end. The register of names continues 
to be a bright spot in every reference library, and the 
indexing throughout is adequate. The Year Book 
is published by Messrs. G. Bell and Sons at 15s. 


ST. GEORGE’S HOSPITAL 


St. George’s Hospital was founded in 1733, and the 
Bi-Centenary will be made the subject of a special 
celebration. A thanksgiving service will be held on 
the afternoon of Tuesday, June 27th, at St. Paul’s 
Church, Knightsbridge, at which the Bishop of London 
will be the special preacher. In the evening of the 
same day a conversazione will be held at the hospital 
at which it is hoped a large gathering of old St. George's 
men, and of nurses who were trained or who have 
served in the hospital, will be present. On the 
Wednesday of the following week a festival dinner will 
be held at the Mansion House, by permission of the 
Lord Mayor of London, when an appeal for funds will 
be made, and it is trusted that a strong appeal will 
meet with a favourable response, for the institution is 
sadly in need of money. We understand that there is 
no need to wait for the festival dinner before sending a 
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donation, as Dr. Feiling, Dean of the Medical School, 
will acknowledge gratefully and immediately any 
sums that reach him, large or small. It is urged that 
many St. George’s men may respond to this invitation 
for subscriptions so that a substantial collective gift 
from past and present members of the school may be 
presented to the President of the hospital, H.R.H. 
Prince George, at the dinner. In commemoration of 
the Bi-Centenary a short history of the school and 
hospital will be published about the end of May by the 
Medici Society, Grafton-street, London, W., compiled 
by Dr. J. Blomfield. In this volume, besides the 
broad outline of the development of the institution, 
many domestic details will be found interesting not 
only to those connected with St. George’s but to all 
atudents of the history and development of the great 
voluntary hospitals of London. 


ACUTE EPIDEMIC MYOSITIS 


A YEAR ago Dr. Madsen presented a note to the 
Office International d’Hygiéne Publique with the 
heading : Bornholm Disease. It would seem that on 
this island in the Baltic there had recently been a 
veritable epidemic of acute myositis. Dr. Madsen had 
asked his colleagues to ascertain if this disease had 
appeared in other parts of the world than the North of 
Europe and America. Dr. R. Jorge was inclined to 
think that he would not find it as far south as Portugal; 
but having been personally requested by Dr. Madsen 
to make enquiries at home, he assured himself of the 
coéperation of an important daily newspaper on his 
return to Portugal. The publicity thus given to the 
inquiry led a colleague of Dr. Jorge to send him not 
merely notes on a typical case, but the patient herself, 
a woman aged 27. Her illness had begun suddenly 
three weeks earlier, on July 6th, with stabbing pains 
which started at a point between the spine and the left 
scapula and spread thence to the whole of the left 
chest, nape of the neck and left shoulder. The 
respiratory system was not involved, but her tempera- 
ture rose at once to 39:7° C. The left side of the chest 
seemed more distended than the right and, on palpa- 
tion, dense deep-seated edema suggested itself. This 
condition was refractory to various forms of treatment, 
although aspirin gave some relief. Hot baths also 
were helpful, but even after two months the patient 
had not completely recovered ; she was still weak, thin 
and anemic. Dr. Madsen also communicated to the 
Office International a chart showing the seasonal 
incidence of epidemic myalgia in Denmark in 1931 and 
1932. Notification of this disease by his Danish 
colleagues has enabled Dr. Madsen to show that, in 
1931, the epidemic attained a maximum in September. 
By May 1932, it had almost died out, but in September 
as many as 2000 cases were notified. The seasonal 
incidence coincided with that of poliomyelitis and 
typhoid fever, and the areas which escaped in 1931 
were involved in 1932. Investigations are now being 
pursued in Denmark to determine the incubation 
period and the conditions under which this disease 
spreads. 


THE PUBLICATION OF THE PHARMACOPCEIA 


Ir the contents of the Pharmacy and Poisons Bill, 
now before Parliament, are not yet finally settled, it 
may perhaps be possible to extend them to remove a 
difficulty experienced in the publication of the 
British Pharmacopeia. The Medical Act imposes 
upon the General Medical Council the duty to publish 
the Pharmacopeia and to alter, amend, and republish 
it as often as is deemed necessary. When the time 
comes for republication, manufacturing chemists 
naturally need to have notice of any change in the 
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formul# because the revised formula in the new 
edition will become the standard to which chemists 
must conform. In the past the General Medical 
Council has met this difficulty by allowing advance 
copies of the new Pharmacopeia to be inspected at 
certain centres or branches. It would, of course, be 
more convenient to those who are interested if each 
one of them could receive his own advance copy. 
But any such large-scale broadcasting of advance 
copies would be tantamount to actual publication. 
The result would be that the changes in the formule 
would thereupon immediately become operative, and 
the very object of sending out information in advance 
would be defeated. In the circumstances there seems 
a good case for asking Parliament to make it clear 
that, during a reasonable period after the republication 
of the Pharmacoperia, no objection should be taken 
to the sale of medicines compounded under the 
formulz as they stood in the previous edition. If, 
where a formula was altered, the law clearly allowed 
the medicine to be made or sold for a limited period 
either on the old or the new formula, all inconvenience 
would be removed. Unless some such remedy is 
offered, there is a danger of awkward disputes over 
commercial agreements for the supply of medicines 
affected by a change of formula. 

There has been talk of introducing a one-clause 
Bill into Parliament to clear up the position, but 
Parliamentary time is heavily mortgaged in the 
coming weeks. The existing Pharmacy and Poisons 
Bill proposes to repeal a section of the Pharmacy 
Act of 1868, which dealt with the offence of com- 
pounding medicines of the British Pharmacopoeia 
otherwise than according to its formularies. This 
fact suggests that a proposal to remove the difficulty 
arising over the publication of the Pharmacopeia 
might, if it is not too late, properly be included within 
the scope of the existing Bill. 


RAW v. PASTEURISED MILK 


Dr. Savage’s survey of the effect of pasteurisation 
upon the nutritive properties of milk, which recently 
appeared in our own columns,’ has received much 
support from an independent review of existing 
knowledge upon the subject prepared by two members 
of the Hannah Dairy Research Institute.? Dr. Savage 
came to the conclusion that the known changes in 
cow’s milk produced by pasteurisation are very slight, 
that the admitted reduction of vitamin C is unim- 
portant, and that there are no human experiments 
which demonstrate that pasteurised milk is less 
nutritive to the young child than is raw milk. He 
admitted that pasteurised milk may be less growth- 
promoting than raw milk for the calf, but believes 
that animal-feeding experiments furnish no evidence 
that pasteurised milk is less nutritive for the human 
infant. For older children he regarded it possible 
that the small reduction in available calcium might’ 
retard growth, but to an extent too slight to have 
any significant bearing on the value of pasteurisation. 
The Scottish review premises that the nutritive 
value of pasteurised milk must be considered in rela- 
tion to two distinct periods in the child’s life : (1) when 
milk represents almost the only source of those ele- 
ments required for energy and structural purposes ; 
2) when developmental needs are still very important 
but when milk does not represent the whole source of 
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food materials. The problem is put tersely thus: 
“Tf we have two samples of equal bulk of the same 
milk, one of which has been pasteurised and the other 
not, have the two samples the same nutritive value ? ”’ 
but it is admitted at once that the term “ nutritive 
value ” cannot be strictly defined. Short work is made 
of suggestions that the effect of heat on such con- 
stituents as enzymes, antibodies, or lactic acid bacteria 
is of serious importance. No foundation is allowed 
for the suggestion that if lactic acid production is 
destroyed alkaline fermentation is promoted. The 
only vitamin which has been shown to be destroyed 
by pasteurisation is vitamin C and its destruction is 
only partial. The Scottish reviewers, however, do 
not rule out the danger of mild scurvy occurring on 
complete diets of efficiently pasteurised milk, and 
some antiscorbutic agent such as orange juice should 
be always added. It is not generally recognised, they 
say, that any ordinary bulk milks, whether raw or 
pasteurised, provide no adequate supply of vitamin C, 
or of certain other vitamins. Under these cireum- 
stances they admit considerable force in the argument 
that dependence on complete milk diets with no other 
vitamin sources should be discontinued. 

Before attempting an estimate of the present 
position of the relative nutritive values of raw and 
pasteurised milk, the report clears the ground by 
emphasising certain facts which must be taken into 
account in the interpretation of any experiments. 
We cannot safely argue from one animal species to 
another. Bulk samples of raw milk must always be 
used. Seasonal variations in growth rate must not be 
forgotten. It is futile to evaluate differences from a 
small number of animal tests. Having enunciated 
these principles the Hannah Dairy workers insist that 
the question of the value of pasteurised milk in the 
feeding of calves must be regarded as open, and they 
would like to see an experiment made on a sufficiently 
large scale to carry conviction. In the human child 
it has been demonstrated that a supplement of 
pasteurised milk in the diet is distinctly advantageous. 
The well-known Lanarkshire experiment has been 
examined and cross-examined and later commentators 
have claimed to find a small but significant balance for 
height-increase favourable to raw milk, Nevertheless 
the fact emerges from American work that children 
who had never at any time received anything but 
heat-treated milk compared very favourably with 
children who had obtained raw milk for more than half 
their lives. Under these circumstances there does not 
appear to be any ground for the belief that pasteurised 
milk is a less valuable component of the diet than 
raw milk for children who satisfy the bulk of their 
nutritive requirements from sources other than milk. 
The position with regard to infants subsisting on a 
complete diet of cow’s milk is not regarded as equally 
satisfactory, for their capacity to retain calcium and 
phosphorus from diets of pasteurised milk is less than 
from diets of quickly boiled milk; but there are 
“strong grounds” for the belief that infants can 
satisfy all their requirements on diets of adequate 
amounts of pasteurised milk, provided that extra 
vitamin D, and, of course, vitamin C, are added to 
the diet. This agrees with the general experience of 
clinicians. 

LEOPOLD MOLL 

THE sudden death of Prof. Leopold Moll will be 
felt far outside the University of Vienna, where he 
had long held a place as one of the best known authori- 
ties on diseases of childhood. A native of Prague, 
Moll began his career by a study of biochemistry in 
Vienna, going back to Prague as assistant to Ebstein, 
who was directing the infants’ clinic there. In 1909 


Moll returned to Vienna at the request of Escherich, 
to organise the Reichsanstalt fiir Miitter-und Saiiglings- 
fiirsorge. This was the first institution in Central 
Europe to which mothers were admitted with their 
babies, and it was here that the modern Viennese 
school of infant feeding was trained. From this centre 
developed a system of child welfare and antenatal 
centres throughout the city. In the hungry post-war 
period Moll organised recreative holidays for children 
of 6 to 12 years old in Italy, Switzerland and the 
Austrian Alps, and he is credibly regarded as having 
in this way restored more than 25,000 children to 
working health at a nominal cost. He was the social 
rather than the clinical, physician; although his 
studies of pylorospasm, of gastric and enteric meta- 
bolism, have attracted attention, his best-known book 
was “Hints for Mothers,’ translated into many 
languages. Just before his death he put together his 
own experience of the value of the climatic factor in 
the cure of childish ailments, in a paper! which has 
been widely circulated as a reprint. In this review 
Moll defines the physiological action on the growing 
organism of the marine, alpine and subalpine climates. 
Of all the children sent away for eight-weeks change 
90 per cent. gained in weight, the average increment 
being 2:2 kilos or 8°l per cent. of the child’s body 
weight. Moll always laid great importance on the 
choice of children he sent away and on the choice of 
environment to which he sent them; he was sharply 
in conflict with Tugendreich, who found that 50 per 
cent. of the children sent from Berlin for a change 
in the country would have been better left at home. 
Moll regarded the change to alps or seaside as a kind 
of a shock therapy of which the beginning was the 
most intensive, and he always insisted on extreme 
care of the children on the journey and during the 
first few days of their stay. He had not arrived at 
any exact schedule of choice between sea and alps, 
but he was impressed with the value of sea air for 
the great group of neuro-lymphatic children, while 
he preferred the alps for children of weak constitution 
with secondary anemia, with bronchial asthma, and 
especially with infiltration of the bronchial glands. 
Lately he was impressed with the very large per- 
centage of children who could be rid of a relapsing 
bronchial catarrh by a winter cure in the high alps. 
His chief fear was that the money necessary to send 
these children away should fail. In view of the fact, 
which was becoming patent to him, that the nutrition 
of the young child in Vienna under present conditions 
of unemployment is as severely threatened as in the 
post-war days, his final word was an appeal to the 
insured population of Vienna to regard the child as 
having as good a right as the grown-up to the money 
put up for health insurance. 


WE regret to announce the death at Exmouth on 
March 26th of Dr. David Samuel Davies, 42 years 
medical officer of health for Bristol, city and port. 
He retired from practice five years ago. 





1 Monatsschrift fiir Kinderheilkunde, 1933, Ivi., 113. 


RoyaL NORTHERN HospitAL.—Lord Northampton 
the chairman, announced at the annual meeting of the 
council of governors last week that, owing to lack 
of means, it had been necessary to close 43 beds, and 
that there was no present prospect of reopening them, 
although there is a waiting-list of about 220. It was 
pointed out that whereas in 1914 in-patients numbered 
2300 a year they now average 6000, while out-patients 
have grown from 87,000 to 330,000. The endowments 
provide less than 5 per cent. of the expenditure. 
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SPECIAL ARTICLES 


PART-TIME CONSULTANTS AND 
SPECIALISTS SERVICE: 
THE L.C.C. PROPOSALS 


A PRIVATE meeting of London consultants and 
specialists was held at B.M.A. House on Tuesday 
March 28th, to consider their course of action in 
consequence of the attitude of the central public 
health committee of the London County Council in 
regard to the terms of payment and the hours offered 
by that body for service under the L.C.C. scheme. 
About 200 consultants attended. The chair was 
taken by Dr. C. O. HAWTHORNE, chairman of the 
board of consultants of the British Medical Associa- 
tion, in the unavoidable absence of Mr. H. 8. Souttar., 

The Chairman made some preliminary suggestions 
with regard to the conduct of the present meeting 
which was private—all participating in it were 
pledged not to reveal what occurred, or to publish 
any report without permission. With the approval 
of the meeting, he would limit the speakers, save 
those introducing the debate, to five minutes. It 
was manifest, he said, that the profession had 
arrived at the sticking point, as to whether the 
consultants of London possessed the courage to 
fight against the L.C.C. proposals, and at what 
point they would stand. It was of no use, he reminded 
them, merely to pass resolutions in favour of resisting 
or defining the points on which resistance would be 
upheld, unless there was a firm determination on 
behalf of the vast majority, if not of the whole 
meeting, to support the line which this meeting 
would take. He would ask the assistant medical 
secretary of the B.M.A. to tell the meeting what 
had taken place so far, as a result of the instructions 
given to the committee at the last meeting; he 
would then ask Dr. O’Donovan, the chairman of the 
subcommittee set up at a previous meeting! to 
report on the proceedings of that body. Dr. Anderson 
would then tell those present what could be done 
if the meeting should decide on firm action. 

The assistant medical secretary read a letter sent 
by the subcommittee to Dr. F. Barrie Lambert, 
chairman of the central public health committee, 
L.C.C., pointing out the dissatisfaction at the terms 
the L.C.C. committee offered to consultants for their 
services, without giving an opportunity of discussing 
the scheme. The offer of codperation had been rejected. 
The letter pointed out the great resentment. at the 
cavalier attitude adopted towards consultants by 
the L.C.C. central public health committee, and 
suggested that ifthe date of application could be post- 
poned, the consultants would have an opportunity 
of discussing the Council’s proposals. 

Dr. Barrie Lambert, in her letter of reply, expressed 
regret at the attitude taken up by the consultants, 
but although she gathered that it was felt that the 
date of application should be postponed to give 
an opportunity of discussion, the proposals had been 
passed by the Council, and the matter was settled, 
though it was subject to review. Having regard to 
the fact that the last meeting of the central public 
health committee would. be held next Thursday, 
and that the Council would go into recess on April 4th, 
it would be impossible for the writer (Dr. Barrie 
Lambert) to advise the central public health com- 
mittee at the moment to accept the proposal made 





* Vide THE LANCET, March 25th, p. 670. 


by the B.M.A., but it was open to the consultants’ 
committee to put forward a proposal that they should 
be heard by the L.C.C. Committee in the autumn, 
while no undertaking could be given that that com- 
mittee would then receive a deputation. 

Dr. W. J. O'Donovan, M.P., said that the matter 
was urgent, and that the position of affairs called for 
redress. From the first, his committee had offered 
its co-operation to the central public health committee 
of the L.C.C. but that co-operation had never been 
sought by the L.C.C. The chief administrative medical 
officer of that body met his committee in his best 
bedside manner, but the members of the B.M.A. 
committee were pledged to secrecy as to what might 
transpire at the meeting. The B.M.A. committee 
expounded their memorandum, and were cross- 
questioned on it, and made what he considered was 
a good defence. Having been sworn to secrecy, 
nothing could be revealed, and at the end of the 
meeting the members of his committee were bidden 
good-day, the same cheery bedside manner being 
used as at the welcome. His committee still felt that 
the L.C.C. had passed the scheme of its central public 
health committee without having considered the 
views of the consultants who, professionally and 
traditionally, represented the sick ; if they were not 
heard, the sick were not heard. What had given his 
committee more anxious consideration than the 
matter of remuneration, was that the L.C.C. had not 
established under this new scheme any method by 
which consultants should be selected in the way 
which was customary in the profession. Until now, 
hospital staffs had recruited and trained their own 
successors ; if the L.C.C. were going to decide under 
some system, which at present was locked in the bosom 
of its medical adviser, who were to be the future con- 
sultants, there would be general dissatisfaction ; his 
committee felt that consultants were the best judges of 
consultants. The wage offered to anesthetists, even 
if they were not asked to work the half-hour beyond 
what was originally stipulated, i.e., 24 hours instead 
of 2 hours, was miserably inadequate. Every surgeon 
should hesitate to lift his scalpel while the offer to 
anesthetists remained at 34 shillings for 2} hours’ 
work, with the intimation that he must not go even 
at the end of that time if the surgeon had not finished. 
Also there should be provision made in the seheme 
for sickness and for holidays. The ordinary hiring 
fee for a locum tenent might be so high for two months 
that at the end of the year the practitioner might 
be in debt. The scale originally submitted was the 
minimum, but the L.C.C. had taken it as the maxi- 
mum; £2 12s. 6d. was offered the surgeon-consultant 
for a 2-hour session, and it was altered to 2} hours, 
and did not include travelling time to any part con- 
trolled by the L.C.C. With such large drafts made on 
his time, it would be difficult for the consultant 
profitably to order his private practice. He thought 
this meeting would feel with his committee, that 
notice should have been taken of the committee’s 
representations, which were not made in any bargain- 
ing spirit; they were not haggling for a last penny, 
and were open to argument, and must press for an 
opportunity for argument. As letters and interviews 
had been fruitless, the only course was to represent 
to the L.C.C., as plainly as possible, that their scheme 
was unworkable. But the committee until now had 
not enough authority to ask the profession to with- 
hold its assent to a scheme, in the preparation of which 
they had had no hand. For that reason this meeting 
had been urgently called, and certain resolutions 
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would be submitted now, the object of which was to 
bring action into play with the full authority of the 
consultants in London. 

Dr. G. C. ANDERSON first remarked on the British 
Medical Association’s minimum proposals as to 
salary. This scale was drawn up 18 months ago, 
to serve as a guide in the Office of the Association as 
a basis of advice to practitioners in different parts of 
the country, who might be confronted with proposals 
of their respective local authorities ; that scale had 
been published in the British Medical Journal, and 
those present ought to be aware of it. It was from 
the firstintended as a minimum scale. A session of 
two hours was mentioned, not two and a half hours. 
Certain recommendations of the subcommittee were 
being handed round, and they explained that body’s 
attitude, in the event of this meeting deciding to show 
fight against the L.C.C. proposals. At this stage it 
was too late to say that applications must not be 
sent in, as he knew that a number of applications for 
posts had been sent in to the L.C.C., but it was not 
too late to withdraw those applications. He outlined 
a scheme calculated to secure a general withdrawal 
of applications. 

The Chairman said he understood Dr. O'Donovan 
to move the proposals already in the hands of the 
audience. 

A debate ensued, but it was decided that the 
speakers’ names were not to be published. 

A surgeon moved that these proposals go through. 

A radiologist said he did not intend to apply for 
one of these appointments—though it did not follow 
that the posts were not excellent. But he raised the 
point that no limit as to the income of patients for 
hospitals under the L.C.C. was set. It was possible 
for a man with £1000 a year to get a gastro-jejunos- 
tomy done by a first-class surgeon who was paid 
2 guineas for 2} hours’ work. That was not only 
ludicrous, it was damnable. The proposal was to 
fight this, and they had his blessing ; he was not yet 
a member of the B.M.A., but hoped to be one that 
night. One of the first needs was to get the L.C.C. 
to agree to a limit of income for patients in L.C.C. 
hospitals. 

A gynecologist expressed the hope that the meeting 
would fight and present a solid front on this question. 
Those who had sent applications to the L.C.C. he 
hoped would withdraw them, to a man. It was not 
so important at the moment to discuss the details 
of the scheme, though many of them were unpleasant ; 
what was of far greater importance was that the 
L.C.C. scheme, if it went through, would form the 
model for all other schemes. 

A physician thought the whole of the proposals 
should be resisted; they were very insulting to 
consultants. He seconded the motion for the adop- 
tion of the committee’s proposals. 

A specialist said that he was already consultant 
to the L.C.C., and, before knowing anything of the 
present indignation meeting, had written to the 
L.C.C. stating that they must surely have sent him 
the wrong form, which he returned, saying that 
under no conditions would he accept the terms. 
He would not have done so 25 years ago, and he 
was presumably now a more experienced man. He 
intended to lend all bis weight to vigorously opposing 
the scheme of the L.C.C. 

A physician agreed with those who considered the 
proposed terms an insult to a consultant. They 
showed the basest ingratitude on the part of the 
public, whom the L.C.C. were supposed to repre- 
sent. Admittedly the terms the L.C.C. could offer 
depended on the money they could raise for the 


purpose from the rates, but the times and conditions 
should be made more elastic, so that they could 
be conveniently fitted in with the holder’s private 
practice. There should be some form of liaison 
between the staffs of the voluntary hospitals and the 
L.C.C. hospitals, and that should be insisted on. 

An ophthalmologist said he had served as a con- 
sultant for ten years, and he would not have accepted 
ten years ago the scale now offered. His view was 
that the L.C.C. would not be influenced by any 
protest, however strongly worded, or by words of 
any kind ; all that would influence them was whether 
they would obtain sufficient applicants for their 
posts. 

A medical consultant, speaking as one of the 
younger men, said the protest to be effective must 
be unanimous. It was all very well for well-established 
men to allow chances like this to pass, it was a dif- 
ference proposition for the young man to allow such 
a post to slip at the moment and lose it for good. 

A question was asked here about those who had 
the option of either going on from March 31st to 
June 30th, or resigning. 

Dr. ANDERSON said it was important to tell the 
man who sent to:the B.M.A. Committee his letter 
addressed to the L.C.C. withdrawing his application 
that it would not be sent unless he could be sure 
that the bulk of consultants were doing the same. 

Another young consultant thought the protest 
should be not only in regard to the money offer, which 
was deplorable, but the secrecy of the L.C.C. policy. 
It was for the L.C.C. to come into the open and say 
what they intended to do. He wanted to be assured, 
as a young man, that he would not be squeezed out 
of general practice first and then degrade the pro- 
fession by a part-time appointment at the suggested 
scale, where he would be required only for advice, 
and with no responsibility for or interest in his 
patients. 

An anesthetist said that in the case of those 
already employed withdrawal was simple, but how 
was the committee to know whether the total number, 
of withdrawals would be sufficient ? He wrote for a 
form of application, but had not sent it in. The 
B.M.A. committee could not have immediate 
knowledge of the number returned. He was still 
undecided as to whether to send in his application. 
The best method, he suggested, was to take a vote 
of those at this meeting, then circularise all possible 
candidates immediately on the resolution come to by 
the meeting, stating it was hoped all would fall into 
line. 

Dr. ANDERSON said that after to-night’s meeting 
a letter would be sent to every consultant who was 
invited to this meeting, stating the decision reached, 
and sending a form in two parts; the first having a 
space for the name of the man, addressed to the 
medical officer of health of the L.C.C., withdrawing 
his application for appointment under the Council. 
The second part was for those who had not applied 


for a post because the remuneration was unsatis- 


factory, or for reasons unconnected with the adequacy 
or inadequacy of the terms offered. 

A physician said the status of the consultant was 
what the general profession gave him. If a man 
accepted these terms he thought the feeling of the 
profession would cause him to lose that status. He 
hoped that prospect would help the waverers to make 
this a 100 per cent. protest. 

An electrotherapist said that no mention had been 
made of the use of the L.C.C. hospitals for teaching. 
Possibly teachers would apply for these posts, which 
placed at the disposal of their students extra clinical 














material. But he thought the L.C.C. had no interest 
in the teaching of students. They would only require 
the consultant on occasions when the full-time hospital 
staff wanted particular advice on a difficult case, 
either for consultation or the performance of a 
difficult operation. 

A dermatologist said that if the B.M.A. sub- 
committee did not get enough resignations or with- 
drawals the resignations would not go in, and so 
those who had not applied would be at a disadvantage. 
Hence it seemed wisest for all to apply and then all 
to withdraw. 

Dr. O'DONOVAN replied that every one might apply : 
it had never been suggested that applications should 
be stopped. The L.C.C. got off the mark first; the 
committee had not the names and addresses of those 
who applied, therefore they attacked the problem 
as if all in this room had applied already. 

The Chairman said he was not a member of the 
subcommittee which had been dealing with this 
matter. If, as seemed evident, those present were 
determined to resist this scheme, then it was of the 
greatest importance to have a clear definition of the 
point at which it was intended to stand, and that 
it should receive the general goodwill of the profession 
cand of the public. He would like to see the fight 
proceed under the preliminary condition: We will 
not take service under this scheme unless we first 
have the opportunity of discussing the situation 
with the central public health committee of the 
L.C.C, By taking up and adhering to that position, 
manifestly the attitude was defensible. The L.C.C. 
‘committee was here dealing with a technical matter, 
and it was common sense to hear what technicians 
had to say about it. And the profession and the public 
would see the reasonableness of that attitude. The 
B.M.A. subcommittee had never seen the central 
vublic health committee of the Council; but the 
letter which had been read showed that the chairman 
of that committee did not consider it beyond the 
bounds of possibility that the time would come—as 
the speaker considered it must come—when a meeting 
between the representatives of the two sides must be 
arranged. 

Dr. O’DoNOvVAN agreed to the chairman’s sugges- 
tion being regarded as an addendum to the proposals 
set out by his subcommittee. The latter felt that 
the intelligence, education, and training of expert 
men had not been drawn upon by the L.C.C. 

The Chairman’s suggestion was seconded. 

On the question of the percentage of withdrawals 
which would justify the subcommittee sending in 
the whole of them to the L.C.C., it was proposed that 
the figure be 80 per cent. This was seconded, and 
carried unanimously. 

The Chairman said it should be understood that 
the determination to stand out should continue 
unless and until the report of the meeting of the 
subcommittee with the L.C.C. representatives be 
considered by another general meeting of consultants 
at B.M.A. House. Obviously an account of the 
interview must be given to those concerned. The 
attitude of this meeting was that such an interview 
must take place, and when it had taken place, con- 
sultants wanted to know the result of it. 

Dr. Anderson said they now came to the testing 
point. Forms had just been passed round to every 
one in the room, which he hoped would be filled in 
by all, with the understanding that the letter of 
withdrawal would not be put into operation until 
the agreed percentage had been received. He hoped 
that in addition those present would, by moving 
about among their consultant brethren, obtain the 
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necessary 100 per cent. It was the consultants’ 
“‘show ’’; every London consultant must feel it his 
duty to fill this form in, otherwise it would not be 
possible to show fight. 

Dr. O’Donovan said the resolutions would be of 
some assistance to the younger consultants in making 
up their minds. The attention of the colleges and 
the medical staffs of hospitals in general was being 
drawn to the matter, therefore when hospital staffs 
met to discuss would-be consultants, their attitude 
towards consultants would come under review. He 
moved :— 

1. That this general meeting of consultants and 
specialists deplores the action of the London County 
Council in formulating a scheme of consultant service 
without affording the consultants and specialists 
an opportunity of discussing the proposals before 
adoption, despite a cordial offer of help and coépera- 
tion from a representative consultants’ committee. 
To initiate such a scheme for this important hospital 
service without seeking the coéperation of those men 
and women who, as consultants and teachers, are 
intimately affected by the proposals, is an act 
unreasonable, arbitrary, and unworthy of the tradi- 
tions of the London County Council. 


2. That the consultants and specialists of London 
be advised not to make application for such posts, or, 
if application has been made or is contemplated, to 
place notices of withdrawal in the hands of the 
Medical Secretary of the British Medical Association 
to be used at the appropriate time, unless and until 
the central public health committee of the London 
County Council agrees to meet representatives of the 
consultants and specialists with a view to considering 
the following points on which the consultants and 
specialists desire to make representations, viz. : 

(i) The selection of a suitable advisory board to 
which applications for appointments to the medical 
service of the L.C.C, shall be referred for report ; 

(ii) The remuneration to be paid for consultant 
and specialist services and provision for holiday and 
sick leave ; 

(iii) The status and remuneration of anesthetists. 


These resolutions were passed, no hands being held 
up against them. 

Dr. Anderson said it was not necessary that all 
forms should be received to-night; as long as the 
forms were received by April Ist it would do. Every- 
body who contemplated applying should apply, and 
then withdraw. 

The Chairman put the last resolution from the 
chair. 

3. That the above resolutions be sent to the Minister 
of Health, the President of the Royal College of 
Physicians, the President of the Royal College of 
Surgeons, the President of the College of Obstetricians 
and Gynecologists, the Honorary Secretaries of the 
London Hospitals’ Staffs’ Committees, the Deans 
of the London Medical Schools, the Medical Officer 
of Health to the London County Council, and the 
Chairman of the Central Public Health Committee 
of the London County Council. 

This resolution was passed, when a vote of thanks 
to the Chairman terminated the proceedings. 





KIDDERMINSTER AND DISTRICT GENERAL HOSPITAL, 
Last year the in-patients treated to a conclusion numbered 
1805, and their average stay was 21-96 days, as against 19-31 
in 1931. Out-patients numbered 4080, a substantial 


increase. Some of the motor accident patients were so 
seriously injured that the total percentage of deaths among 
hem was nearly 9. 
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THE 
MENTAL AFTER-CARE ASSOCIATION 





THE annual meeting of this Association was held at 
141, Harley-street, London, at the invitation of Lord 
and Lady HorperR, on March 23rd, when Lord 
WAKEFIELD presided over a large gathering. 


THE ANNUAL REPORT 


Dr.. REGINALD WORTH, chairman of the council, 
outlined the work of the year which he said had been 
one of constant anxiety and effort, both of official and 
routine character, but always ealling for personality 
and skilled and sympathetic knowledge. The anxiety 
had been largely one of financial stress, and the effort 
had been continual determination to maintain human 
and friendly relationship with those who had fallen 
by the way, “‘ taking them by the hand and standing 
by them in the difficult task of attuning themselves 
anew to the outside world.” The functions of the 
Association, he said, were to board out patients, arrange 
their attendance at clinics, makes grants of relief and 
maintenance, and supply clothes and tools, and he 
claimed that the work was well done having regard to 
the support received, while the largest possible propor- 
tion of the money subscribed reached the intended 
beneficiaries. The report, he said, showed how the 
scope of the Association had increased while the 
expenditure on administration had been reduced to 
under 7 per cent. of the whole receipts. He closed 
with an expression of indebtedness to the staff for 
their devotion, emphasising the valiant labours of the 
secretary, Miss Vickers. 

The adoption of the report was moved by Sir 
HvuBERT Bonp, who found it an easy task because it 
was a record of work the value of which was not in 
contention. A period of 20 years was usually recog- 
nised as a definite stage in the life of a man or of an 
association, and it was, he recalled, exactly 20 years 
since he read a paper on the work of the Association 
and prophesied its extension, indicating the ways in 
which support from outside would be received as the 
movement became better known. The Association 
now, he was glad to say, receives from the asylums 
notifications of impending discharges, so that it is 
possible to help the patients not only immediately 
upon their discharge but during the closing period of 
their hospital treatment by preliminary inquiries. 
These he held to be of the utmost value, but they were 
not easy to make and he expressed his admiration of 
the visiting staff of the Association in being able to 
conduct them with such tact and sympathy, that not 
only could individual cases be helped towards cure, 
but relapses prevented and early detection of mental 
disease in the family made possible. The Association 
thus came into line with modern medicine, doing 
valuable work in prevention as well as in treatment. 

The motion was seconded by Sir HUMPHRY 
ROLLESTON, who pointed out that while the work 
increased no commensurate increase occurred in 
pecuniary support. His wise old chief, Allbutt, had 
once said that he was coming to the belief that the 
size of a man’s performances varied inversely with his 
salary, but, speaking seriously, such a possibility was 
not to be relied on, and the admirable efforts of the 
Association to help their fellow men under a pall of 
the greatest sadness ought to receive far more outside 
assistance. From the broadest medical aspect the 
prevention of mental disease was a splendid ideal. 

Sir GrEoRGE MAKINS also supported the adoption of 
the report when a unanimous vote in favour of the 
motion was recorded. 
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THE FINANCIAL STATEMENT 


The financial report was then presented by 
Mr. J. M. OAKEY, the hon. treasurer, who analysed the 
figures and explained the drop in the dividends by the 
fact that during the year the overdraft with their 
bank had become such a serious problem that they had 
decided to realise £2000 of a small capital of £8500 
which it had taken over fifty years to amass. He said 
that from Lord Wakefield, their generous president, 
two magnificent gifts had been received during the 
past year, on one occasion part of the overdraft being 
wiped out by a donation of £570. The state of the 
finances at the end of the year could not clearly be 
understood unless such facts were taken into considera- 
tion, and. he urged that efforts should be made to 
obtain wider pecuniary support. Few subscribers had 
withdrawn their help or decreased their gifts, and 
increased sums were contributed by patients and their 
friends ; these were clear signs of the appreciation of 
the work, but more money: was required. 

The adoption of the accounts was proposed by 
Capt. CUNNINGHAM-ReEID, M.P., who said that now 
that he was a Member of Parliament for the constitu- 
ency of Marylebone, an area which included so many 
leaders of the medical profession, he was glad to have 
an opportunity of coéperating with invaluable 
medical work. If, he said, we look at the times we 
live in and the balance-sheet just presented the lesson 
emerged that the public must get to know more of the 
Association, its work and objects, if support was to 
be obtained. From this audience who had already 
given money and thought to the Association he found 
it was a difficult job to beg, but when their individual 
subscriptions could not be raised it remained for them 
to become propagandists and make other people 
give. 

The motion was seconded by Sir Joun BROADBENT, 
who alluded to the urgent need of places for the 
reception of discharged mental cases ; in allusion to the 
preventive work now being developed, he said that it 
would be particularly valuable in suicidal cases. 

Miss ELIZABETH HALDANE, in moving the election of 
officers, spoke from her experience as a magistrate of 
the misery caused in homes by mental cases, and of the 
outstanding benefits derived from the assistance which 
could be given by the Association. 

Sir RoBert ARMSTRONG JONES asked for a vote of 
thanks to Lord Wakefield, the highly generous presi- 
dent of the Association, and referred warmly to the 
value of the patronage of the Prince of Wales. Also in 
the name of all he thanked Lord and Lady Horder 
for their hospitality. 





MEDICINE AND THE LAW 





Hospital Administration: a Failure in Routine 


In Scotland, where coroners are unknown, the Lord 
Advocate may direct a public inquiry into any case 
of sudden or suspicious death. Such an inquiry was 
held in Glasgow ten days ago into the death of a 
hospital patient. A medical practitioner had provi- 
sionally diagnosed a girl’s illness as influenza. She 
did not respond to treatment for influenza, and he 
subsequently adopted treatment for rheumatism. 
Having decided to send her to the Royal Infirmary, 
he. wrote a letter intimating that intention and 
mentioning that her condition was due to rheumatism 
and endocarditis ; the letter asked that she should be 
treated in a medical ward. The assistant superinten- 
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dent received the letter and advised one of the house 
physicians that the girl was coming, but no instructions 
were given at the gate-house regarding the ward to 
which the girl was to be taken. At lunch-time the 
assistant superintendent ascertained that the patient 
had not yet arrived. At 10 p.m. he telephoned the 
gate-house to ask what had happened. He then found 
that the girl had been admitted to the surgical ward 
as suffering from acute abdominal trouble. He went 
to inquire, and found an abdominal operation had 
been performed and that the patient had died. A 
student had received the patient, considered it an 
abdominal case, and had her sent to the surgical 
ward. The surgeon, giving evidence at the inquiry, 
described the condition of the patient’s appendix ; it 
was so badly covered with adhesions that it could not 
be seen. In his opinion she suffered from appendicitis. 
Prof. John Glaister, however, was satisfied, as the 
result of his post-mortem examination, that there was 
no need for surgical interference. The appendix was 
longer than usual, it was curled in and had a kink at 
the top, but he considered it was not in such a 
condition as to cause abdominal trouble or acute 
appendicitis. The girl’s heart was enlarged to such 
an extent that he would describe it as badly diseased. 
This condition of the heart could, he thought, have 
been detected by extensive examination taken step 
by step. Death was due to heart failure while under 
the influence of the anwesthetic. He thought that. 
if the patient had been taken into a medical 
ward and treated with rest, she would still have 
been alive. 

The procurator-fiscal, who in Scotland represents 
the public interest at such inquiries, pressed three 
points in his address to the jury. First, there was a 
blunder at the outset in not connecting up the letter 
addressed to the infirmary about the girl with her 
actual arrival at the gate-house. Instructions should 
have been given so that on arrival she could have 
been transferred to the proper ward—the medical, 
not the surgical ward. Secondly, it was improper 
that she should have been received by an unqualified 
person, on whose diagnosis a label was put upon her 
declaring her to be an abdominal case. Thirdly, the 
girl, having been brought to the wrong ward, was kept 
there a whole day without any inquiry as to her 
earlier history. The jury, while satisfied that the 
operation was conducted in good faith by the hospital 
staff, delivered findings which substantially endorsed 
the procurator-fiseal’s criticisms of what had occurred. 
It seems indeed to have been one of those unfortunate 
cases where, in the words of the sheriff who presided 
over the inquiry, routine has lapsed into laxity with 
disastrous results. Considerations were urged on 
behalf of the hospital at the inquiry which put a 
somewhat different complexion upon the case; the 
surgeon’s evidence indicated that the operation was 
not without justification ; it is seldom possible to have 
the perfect knowledge which post-mortem examination 
can afterwards present. The facts are set out here 
not to assess blame but to enable the authorities at 
institutions elsewhere to make certain that their own 


arrangements would ensure that no such untoward 
accident could occur. 


Fees for Attendance on Near Relatives 


In the recent case of Fielding-Ould v. Ould a 
medical practitioner claimed £650 for medical attend- 
ance upon his mother. He said that during the six 
years before her death he had attended her profession - 
ally 299 times. Her executors, resisting the claim, 


contended that there had been no agreement that he 
should be paid. Claims for medical fees are based on a 
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contract, express or implied, it being assumed that a 
patient who receives medical treatment undertakes to 
pay a reasonable sum in return even if nothing is said. 
A son, however, might attend to his mother without 
an eye to fees. The executors alleged that many of the 
visits for which the plaintiff was charging were of a 
filial and social rather than a professional nature. The 
plaintiff, on the other hand, said that his mother had 
promised that he should be paid; he also called 
witnesses who had heard the mother say her son 
should be paid. She was an old lady of 94 who would’ 
have no other doctor ; she seems to have sent for him 
frequently and he had a considerable distance to 
travel. Mr. Justice Swift came to the conclusion that 
the plaintiff was entitled to be paid and that his 
charges were reasonable. 

There is, it seems, no rule of professional etiquette 
preventing a doctor from charging for attendance on a 
near relative. Evidence was given on the plaintiff's 
behalf by a medical practitioner to establish that there 
was no such rule. This evidence, not rebutted by the 
defendants, was accepted by the judge. The decision 
depended, of course, on the particular facts of the case, 
There was here a contract though there may be many 
other cases where a son attends his mother without 
any intention of charging for his services and therefore 
without any contract. 





PARIS 


(FROM OUR OWN CORRESPONDENT) 





AN ELECTRICAL ‘“‘ HEART ”’ FOR BLOOD TRANSFUSION 


At a demonstration given before the Academy of 
Medicine Dr. V. Pauchet and Dr. A. Bécart have 
lately shown how greatly blood transfusion can be 
simplified and speeded up by the use of a mechanical 
electrical heart from one side of which a tube with 
needle passes to the donor, while from the other side 
another tube and needle connect it with the recipient 
of the transfused blood. The passage of blood from 
one person to another being as direct as it possibly 
can be, there is no need for the addition en route of 
any foreign substance. The tubing is lined with 
paraffin, and the metallic parts with which the blood 
comes in contact are of a kind not calculated to 
promote coagulation. Although no valves are intro- 
duced into the circuit, there is said to be no risk of 
regurgitation or air embolism. The machine includes 
a 1/50 h.p. engine, a device for regulating the rate of 
flow of the blood, and a register which shows at any 
moment how much blood has been transfused. 


NOVARSENOBENZOL IN UNDULANT FEVER 

The rising tale of remedies for undulant fever 
seems to be keeping pace with the growing appreciation 
of its frequency, and the latest remedy is arsenobenzol. 
As a matter of fact “606” was given in a case of 
“Malta” fever by Prof. Vedel, of Montpellier, as 
early as 1910, but between then and 1925 there was 
little or nothing done to ascertain what action, if any, 
arsenic might have on this group of diseases. In the 
latter year Partearroyo published in Madrid some 
observations on this subject, and again there was a 
silent interval of several years. Now, in Paris 
Médical for March 11th, there is a convincing paper 
by Dr. J. Vidal, who has treated eight cases of 
undulant fever with arsenobenzol, and about the 
same number with various other remedies. The 
results in these control cases were comparatively 
unsatisfactory. But in six of the eight arsenobenzol 
cases definite recovery occurred within one to three 
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weeks of the first injection. In the seventh case the 
treatment was discontinued prematurely, not being 
given a fair trial. So there was only one case in which 
the disease showed itself definitely refractory to a 
full series of injections. What first induced Dr. Vidal 
to adopt this treatment was seeing its effect on a 
patient who was suffering from both undulant fever 
and syphilis, and who was being given arsenobenzol 
for the latter. The dosage he recommends is two 
injections a week of 0-3 to 0-6 g. each, and a total 
dosage of 1-5 to 4-05 g. Care should be taken not to 
discontinue the injections prematurely, and even 
when a prompt response is obtained it is well to give 
two or three injections after apyrexia has been achieved 
in order to consolidate the results. 


BCG FOR PIRQUET-NEGATIVE ADULTS 

Prof. Calmette has recently taken one step further in 
his campaign on behalf of BCG. In a recent number 
of the Presse Médicale he refers to investigations 
recently conducted at the Pasteur Institute at 
Brazzaville in Equatorial Africa where its two successive 
directors, Dr. Vaucel and Dr. Boisseau, have given 
BCG by the mouth to school children. In two 
schools, 149 tuberculin-negative children were thus 
inoculated. Three months later, in July 1932, 82, or 
55 per cent., were found to be tuberculin-positive. 
Those who were still tuberculin-negative were again 
given B C G by the mouth, and of the 63 thus treated 
16 were found to be tuberculin-positive three months 
later. It would thus seem that, by repeated inocula- 
tion with B C G given by the mouth, it is possible to 
render a very considerable portion of tuberculin- 
negative persons tuberculin-positive without the 
discomforts and alarms of a cutaneous or subcutaneous 
injection. It will be remembered that hitherto Prof. 
Calmette has reserved the administration of B C G by 
the mouth for the new-born whose intestinal tracts 
were regarded as more permeable to a living virus than 
those of adolescents. Now, Prof. Calmette would like 
to see this method of inoculation applied not only to 
the tuberculin-negative inhabitants of “‘ virgin soil” 
countries, but also to medical students before they 
begin their studies. He recommends a compulsory 
medical examination of all such students who, if found 
to be tuberculin-positive, should be subjected to a 
clinical, radiological and bacteriological examination. 
Should the Pirquet-test prove negative, the students 
ought, he thinks, not to be allowed to begin walking 
the hospitals till five weeks after inoculation with 
B C G given subcutaneously or by the mouth. 





IRELAND 


(FROM OUR OWN CORRESPONDENT) 





THE HOSPITAL PROBLEM AND SWEEPSTAKES 


Last week the Minister for Local Government 
and Public Health introduced to the D4il a Public 
Hospitals Bill to control future sweepstakes in aid 
of hospitals and other institutions and organisations 
concerned with health. The text of the Bill is not 
published at the moment of writing, but the title 
shows that it is likely to have a wide scope. The 
title runs :— 

“* Bill entitled an Act for the granting of powers to enable 
funds to be raised by means of sweepstakes and drawings of 
prizes for the benefit of certain classes of institutions and 
organisations affording social services relating directly or 
indirectly to the physical or mental health of the people, 
and to provide for the disposal and application of the funds 
so raised, and also to make provision for the general improve- 
ment and codrdination of the facilities made available to 
the public by such institutions and organisations as aforesaid, 
and to provide for divers matters connected with the matters 
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aforesaid, and to make such amendments of the law as 
may be necessary.” 
These terms are so inelusive that it would seem 
possible under the Bill to apply funds not only to 
hospitals but to such purposes as housing schemes 
or the provision of playing fields or an athletic 
stadium. There is no doubt that the Bill will 
explicitly provide for the establishment of a com- 
mission to study the hospital problem as a whole 
as well as to recommend to the Minister on the 
proper distribution of sweepstake funds to the parti- 
cipating institutions. It is expected that the com- 
mission will be a small one of not more than five or 
six members, most of whom will be members of the 
medical profession. Its work will probably take 
the greater part of two years. The Minister has as 
yet given no hint as to his choice of personnel, but 
he has expressed his willingness to consider the 
opinions of certain representative organisations. In 
the meantime, while the Minister is making his plans 
to control future sweepstakes, the result of the 
sweepstake on the Grand National Steeplechase has 
been announced. The total receipts—£3,101,321— 
are leas by a little more than half a million than the 
receipts from the previous sweepstake, and less by 
a million than those from the second last. There is, 
of course, a proportional decrease in the share that 
reaches the hospitals. Up to the present the total 
amount received by, or due to, the voluntary hospitals 
from the eight sweepstakes held is approximately 
£4,600,000. 
A THREAT TO SALARIES 

It has been the declared policy of the Government 
of the Irish Free State for the past 12 months to 
reduce the salaries of civil servants and of other 
officials paid by the State. This policy finds expres- 
sion in a Bill introduced to the Dail last week by 
the Minister for Finance. The text of the Bill is 
not yet published, but the title shows that the 
measure applies not only to direct employees of the 
Government, but to the employees of local authorities, 
and in fact of any bodies to whom grants are made 
out of public monies. The Bill will, if effective, 
have one disastrous result to the public services, 
apart from the injustice done to existing officers 
whose contracts of service will be varied to their 
detriment. It will destroy the security of service 
which has been the strongest factor in attracting 
competent persons to the public service. This is 
specially true in the case of professional whole-time 
officers, either in Government departments or in 
the employment of local authorities. A medical 
man, a lawyer, or an engineer accepting a whole- 
time office is mainly influenced by the promise of 
security of salary and right to a pension. The amount 
of the salary is less than he might reasonably expect 
to earn in private practice, but he weighs the added 
security of employment against the sacrifice of imme- 
diate emolument. With the destruction of this 
security it is inevitable that as good a class of candi- 
dates will not be attracted to the public service in 
future. If the principle of reduction of salaries is 
applied, as seems likely, to part-time as well as to 
whole-time officers, dispensary medical officers stand 
in danger of losing many of the advantages which it 
has taken them a third of a century to win. 


BRIsToL GENERAL HospiTaAL.—In 1932 there were 
5312 in-patients, 15,879 out-patients, and 17,858 casualties 
and emergencies. The in-patients stayed an average of just 
over 18 days and cost £7 13s. 10d. each, a reduction of 7s. 


Ordinary expenditure exceeded ordinary income by £13,226, 
but the deficiency was reduced to a little under £8000 by 
the application of legacies. 

















“ Come, tell me how you live,’’ I cried, 
* And what it is you do!” 


XXI.—TREATING THE SICK MIND 


THE work of the psychotherapist is, I imagine, a 
more sedentary one than that of his colleagues working 
in other specialties. Charles Lamb, perched on a 
high stool, poring over ledgers in the ill-lit offices 
of the East India Company, is the picture many 
conjure up as typical of the sedentary life; the 
psychotherapist may remain for fairly long hours 
tied to one room, but his work is more aptly compared 
to the imaginative reveries of Elia than to his routine 
at the desk. 

I do not live over the shop, the half-hour’s journey 
from my home to the consulting-room begins at 
8.15 A.M., and until I reach it I have only read private 
and family letters and the newspaper. There is a 
quarter of an hour in which to go through my corre- 
spondence and to deal with urgent messages before 
my first patient comes at 9 o’clock. 


IN THE CONSULTING-ROOM 


This is a young man whose journey to his office 
should be a simple affair of a tube train and five 
minutes’ walk at each end. But subterranean 
travel has “ given him the creeps ”’ for the past year, 
while during the direct ’bus route, as he goes through 
a certain street he always breaks out into a “ cold 
sweat”; it now, therefore, takes him exactly an 
hour and a quarter to walk to his destination. He is 
an intelligent coéperator in the treatment, and the 
symptoms of anxiety are subsiding satisfactorily. 
His interview lasts an hour. At 10 o’clock, before 
my next case comes in, I am asked to telephone 
advice about prospective employment for a man of 
35, who has been a patient because he failed to keep 
any of his professional appointments for more than 
a few months. He has great abilities, but has 
impulsively thrown up all the positions he has held. 
Some people would call him schizophrenic, and so 
I thought him at first. But his real problems are 
neurotic ones, and they have been discussed, with 
the result that he proposes to try for less ambitious 
positions in the future. 

Delay at the telephone makes me late with the 
next patient. He is 21 and is perfectly healthy, 
except that he has been to consult a dermatologist 
for pruritus. There is no physical cause for this 
symptom. A good deal of questioning has shown 
that it is selective, and only occurs when he sits down 
to work at two of the four subjects to be mastered 
for an examination. It does not come on at lecture 
times, nor when he is studying with anyone else 
in the room. Simple measures for preventing the 
stimulating situation have failed, and he was faced 
with having to change his course of life. But he has 
had about thirty interviews already, and he has 
found out for himself during that time many of the 
reasons that have precipitated his trouble. A longer 
analysis is not indicated, and quite shortly one knows 
he will return to his university freed of what appeared 
to be such absurd inhibitions in his work. 

At 11 o’clock Mr. X, aged 42, comes in, looking as 
if he carried the cares of the world on his shoulders. 
He always enters like this; his histrionic powers are 
not wide, but they find great outlet in the first five 
minutes. I find work with Mr. X fatiguing. He 
happens to be the youngest of seven boys, and he 
seems to be relentlessly compelled to relive in his 
business associations the situation which in earlier 
life hampered him with his brothers. His jealousies 
are now focused upon the senior members of his firm. 
Ability is there quite obviously, but it is all subser- 
vient to an overweening ambition. He has never 
been satisfied with any situation in which he found 
himself, and that attitude has served him well until 
four years ago. He is now, as I point out in homely 
language, biting off more than he can chew, and I 
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feel that I am in danger of being clouted over the ear- 
But when I make more sympathetic suggestions the 
atmosphere becomes similarly strained. And yet he 
has done me the honour to come once weekly in the 
belief that my particular type of sleeping-draught is 
more efficacious than any other. But I take care to 
see that no repetition of the prescription is given 
without a few words of wisdom being instilled, and 
he pays the fee not only for the prescription but also 
for the pins which I stick into the balloon of his self- 
complacency. He is carrying on, but he won’t be 
happy until he can control his ambitions, and not. 
let them control him, The prognosis in such a case 
as this depends on how far the man is capable of 
altering his demands upon life. Can he see that he 
felt bitterly dissatisfied in the past? He got away 
from home through grit and ambition. That result 
satisfied him temporarily. His successes were merited. 
But he continues to demand success, and he is now 
actually in a situation beyond which his powers 
cannot be expected to carry him. Can he be content, 
or will he be compelled by this ambition within him 
to struggle for the completely unattainable ? Can he 
control his ego-phantasy or will it control him? It 
is that sort of problem I have to face continually. 
Is the patient made of the stuff which will admit 
that his false ideals are defeated ? Is there that in him 
which will permit him “ to start again at his beginnings 
and never breathe a word about his loss’’? If so, 
psychotherapy promises and has achieved many 
successful readjustments; if not, adjustments in the 

tient’s surroundings may effect something, but 

is personality remains insecure. 

At 11.30 there is a new consultation—for which I 
always allow an hour. The patient is a young man 
of 23, who is sent by his tutor because he has failed 
unaccountably in examinations nine and six months 
previously, and since the failures has become rather 
dull. Should he work hard for the same examination 
due in another three months, and, if he gets through, 
is he fit for professional duties ? He does seem stupid, 
but is not mentally defective. There is no gross 
abnormality anywhere, yet he is dysplastic in build 
and circulation, and the examination failures seem 
rather incomprehensible. How can one assess the 
boy on such evidence ? There is no reason to suppose 
that he is funking the future. My opinion is that he 
is a candidate for dementia precox, but one cannot 
start a course of intensive ‘“‘ molly-coddling.” He is 
allowed to sit for his examination, but six months’ 
different yet relevant work is prescribed if he gets 
through, so that his response to non-academic situa- 
tions may be tested. 

At what should have been 12.30, but is later, I 
see a young woman of 23, who has been having 
infrequent attacks of “ petit mal” since she was a 
child of 10. She has seen many doctors, but the 
attacks seem to bear no relation to the taking or 
omission’ of drugs. The family are alarmed, seeing 
that she has had four attacks recently after a pre- 
viously quiescent nine months. I find that she lives 
under a severe emotional strain of which her relations 
know nothing. This strain has intensified her 
maladjustment to life. I tell her that I am impressed 
with the view that the attacks seem to have more 
relationship to her emotional conflicts than to the 
drugs she has taken or omitted to take. Psycho- 
therapy should help her to resolve the constant strain. 
When that is removed the attacks may be fewer: 
they may not. I suggest that if she thinks of seeing 
about such treatment she should go to a woman 
psychologist. And she goes to think it over. 


HOSPITAL OUT-PATIENTS 
Had it not been for the last patient having been 
late for her appointment I should now be having lunch 
at hospital. But sandwiches are sent for, and my 
secretary and they arrive together at 1.20 p.m. The 


letters are dictated in intervals between sandwiches 
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and coffee, and at 2.5 I am in the out-patient clinic 
for psychological medicine. There are seven new 
cases and a number of old ones. My colleagues and 
I share these out. I make an appointment with 
a house physician to see a case in the wards at 4, 
and then go ahead. First there are the ear-marked 
cases from the previous week or fortnight. There 
is the woman who was a doubtful early melancholic. 
A discussion with the patient and her friend now shows 
that there is no need for immediate transfer to a mental 
hospital. The next case is of an unemployable boy, 
previously at a mental hospital, but now showing 
no real instability except outbreaks of excessive 
temper. The question was, ‘‘What should be done 
with him?” In the week intervening since his last 
visit the hospital almoner has been busy. A scheme 
is submitted to father and boy independently, 
approved, and the almoner and father go off to discuss 
the details. On my other afternoon in the week 
at hospital I have seen a case of dementia precox 
in a young woman who came up quite of her own 
accord. The almoner has summoned the husband 
this afternoon, and I see him and explain matters. 

Then there are my old friends, upon whom the 
amount of persuasion and suggestion I can confer 
is in direct ratio to the number of other patients I must 
see. It is not easy to teach the students about the old 
cases, because there is much information about the 
environment which they must take for granted. There 
is just time to see two new cases before I go off to keep 
the appointment in the wards. One of these is of a lady 
of 60, who says she has spots which come under her 
skin, go in two days, and discharge germs. She 
blames a landlady she stayed with five years ago. 
The complaint has never made her violent, but her 
story needs corroboration. Now this case is a good 
one for teaching purposes. It raises the question of 
hallucinations, their varieties, and their influence 
upon the sufferer’s conduct. A little is said about 
diagnosis, but what I regard as far more important, 
the indications for treatment and the sort of way 
the hallucinations are going to disturb the patient 
later. As luck will have it my next case is also one 
showing false sense-perceptions, this time in a man of 
49, who says it all followed tne excision of a corn three 
months ago. Since then he has had wriggling sensa- 
tions in his tongue and genitalia. The case looks at first 
sight to be a psychoneurosis. Therefore I can do a good 
deal of simple teaching in differential diagnosis. 
But I am luckier still, for the man is clearly demented, 
he has marked analgesia, and he goes off for a 
Wassermann reaction. I know that the students will 
have had food for a good evening’s consideration of 
the types of evidence one sifts in arriving at a 
psychiatric diagnosis, and the lines to be worked on 
in giving advice about immediate treatment. 

Tea at hospital, and then to see three nursing-home 
cases before dinner. These patients are in nursing- 
homes because they must be away from their own 
folk. You cannot treat this woman with a dirt- 
phobia except in new surroundings. I am concerned 
when I see her as to whether I am going to get further 
with analytical treatment, and whether the time has 
not come for more definite prohibitions about what 
she may or may not do. (Heresy, perhaps, still my 
problem is my own.) The next patient is an episodic 
alcoholic. He was very confused, but is clear now. 
He had been treated before, and I set about finding 
out what were the emotional stimuli that precipitated 
the impulse to drink this time. He has almost got 
the clue, and I know that if he can unravel it himself, 
and accept and not shirk the real problems involved, 
he will be a steadier man in future. He expects me 
to curse and to preach. That’s what he always got 
from his father. When he finds my line is different, 
and his friends’ line is different he will have a much 
better chance. The third case is the surveyor 
attached to a large public company who has suffered 
from morning sickness since an attack of diphtheria 
six months ago. The most careful examination 
fails to show that there is a relationship between the 
fever and the symptoms. Signs of post-diphtheritic 
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toxsemia are wholly absent. He complains of lassi- 
tude and sudden transient fits of intense depression. 
I have been asked to treat him because it is thought 
the cause must be psychological. I agreed, and for 
one week I entirely failed to find any adequate cause. 
But I gave him a simple. book on psychology to read, 
and he then burst forth in a passionate recantation of 
his earlier denials that he was unhappy about anything. 
He has for years refused to face any situation which 
would reflect discredit upon him, and he has managed 
to go on hoodwinking his own conscience consistently. 
Just before the diphtheria he had run himself into a 
position which tested all his powers, but he blissfully 
accepted a post which would have tried a steadier 
man. His self-esteem did not permit him to suggest 
any alteration, and overtaxed nature responded in 
one of the only ways the man would accept. My 
task with him is to get him to allow some reduction 
of his self-conceit. I am clear that he has much 
useful work before him, but it will have to be under- 
taken in a less lofty spirit. It is now 7.50. 
EVENING 

I have picked up the letters at.my consulting-rooms 
and by 8.30 I am having dinner. Afterwards it is not 
the easy-chair but my desk. Here I prepare to take 
part in a discussion at a clinic for psychotherapeutic 
treatment to which I am attached, and near which 
I have not been on this particular day. I arrange 
to work in the early evenings there on the days when 
I am not at hospital in the afternoon. The inter- 
views are with folk of the hospital type, but I manage 
to attempt more than the suggestion and persuasion 
which is the only possible method of approach at the 
hospital clinic. 

I brood over the discussion and I pray that the 
telephone bell will not ring. At 10 precisely I shut 
the desk with the tolerance born of practice, for I 
never do any good work after that hour. And now 
my easy-chair again. ‘‘ Bleak House,” a Meredith, 
an anthology of verse, which shall it be ? I am some- 
times asked, ‘‘Do you read novels about psycho- 
logical problems ?”’ God forbid. Perhaps I ought. 
But Ibsen and the Russians are all very well, and if 
I have to lie up I will read more of them, but not 
now. By 11 my bath is finished, and so to sleep. I 
sometimes wonder what funny dreams are in store 
for my patients, and I realise I shall not hunt over- 
much for my own. 


THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE 

Surg. Capt. P. L. Crosbie is placed on the retd. list. 

Surg. Comdr. A. A. Sanders is placed on the retd. list. 

The following appt. is notified: Surg. Lt.-Comdr. R. B. 
McVicker to Victory, for R.N.B., Portsmouth. 

ROYAL NAVAL VOLUNTEER RESERVE 

Surg. Sub-Lt. W. E. Thomas to be Surg. Lt. 

Proby. Surg. Sub-Lts. A. E. Williams apptd. to Malaya 
and T. D. R. Aubrey to Warspite. 


ROYAL ARMY MEDICAL CORPS 
Colonel FitzGerald Gabbett FitzGerald, D.S.O., late 
R.A.M.C., succeeds Major-General Howard Ensor, C.B., 
C.B.E., C.M.G., D.S.0., late R.A.M.C., as Deputy Director 
of Medical Services at the Horse Guards for the Eastern 
Command, with promotion to Major-General. 
Major-General Ensor is placed on half pay on completion of 


.four years’ tenure. 


TERRITORIAL ARMY 
Lt. W. G. Platt to be Capt. 
Lt. W. E. Orchard, from 76th (Highland) Fd. Bde., 
R.A., to be Lt. 
F. R. Bettley (late Offr. Cadet, Univ. of Lond. Contgt., 
Sen. Div., O.T.C.) to be Lt. 


INDIAN MEDICAL SERVICE 

Majs. to be Lt.-Cols.: N. K. Bal, H. S. G. Haji, S. 8. 
Sokhey, J. Findlay, W. C. Spackman, J. C. De, C. H. P. 
Allen, and R. V. Martin. 

Capt. to be Maj.: J. A. W. Ebden. 

Lt. to be Capt. (prov.): G. K. Graham. : 

The undermentioned Capts. (prov.) are confirmed in 
rank: F, H. A. L. Davidson and Sangham Lal (on prob.). 
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CORRESPONDENCE 


CONTROL OF INFECTIONS IN CHILDREN’S 
WARDS 


To the Editor of Tue LANCET 


Sir,—Regarding the correspondence in your columns 
on ward infection, let me congratulate THE LANCET on 
ventilating this extremely important matter. The 
public in general, and a great part of our profession, 
have no idea of the grave danger there is of an infant 
contracting an infection while in a hospital ward. 
That this risk is real, and not an imaginary one, is 
shown clearly by the following figures. The mortality 
for cases of pyloric stenosis admitted to Great Ormond- 
street Hospital is 25 per cent., while in infants of the 
same age and weight, operated on privately by the 
same surgeons, the mortality is less than 1 per cent. 
I suggest : 

1. That hospitals and institutions such as babies’ 
homes and creches should adopt, as far as possible, the 
ideal system of the wardlet, where an infant has a room 
and nurse of its own. 

2. That the necessity for a larger proportion of 
nurses per infant be realised. By a nurse confining 
herself to the feeding or the changing of the children— 
or better still, by being allowed to handle one or two 
children only—the possibility of her spreading infection 
is considerably lessened. 

3. That there is a failure to realise the importance of 
ventilation in the prevention of the spreading of 
infantile infections, and the advice of an expert on 
ventilation should be sought more often. 

4. That a lead should be given by the Ministry of 
Health, county councils, and borough councils, in 
recommending or giving financial support to any 
institution, so that those institutions providing the 
more adequate nursing and better isolation of patients 
should be encouraged by a relatively higher grant. 

It seems a pity, but one must confess it, that 
conscientious staffs of children’s hospitals live in 
continual dread of convalescent infants contracting 
some fresh infection, and eagerly grasp the first 
moment possible to return a child safely home from 
this risky environment. 

I am, Sir, yours faithfully, 
DONALD PATERSON. 
Devonshire-place, W., March 22nd, 1933. 


THE EGYPTIAN LUNACY REPORT 
To the Editor of Tue Lancet 


Sir,—In Tue Lancet of Jan. 2lst (p. 155) there 
was noticed a criticism on the 1931 report of the 
Lunacy Division, Egyptian Government. The 
complaint as to its lateness of receipt is regretted, 
and it is recognised that certain informations lose 
much of their value in relation to their delay in 
publication. The delay however is unavoidable ; it 
is partly due to time spent in gathering statistics, 
and partly to the report’s publication in two 
languages. The report’s brevity was done for the 
sake of economy, but only matters which were 
considered to be of minor importance were left out ; 
now that some interest seems to be taken in them 
an effort will be made to remedy this in the future. 

The number of pellagrins admitted is erroneously 
quoted in the criticism, and the death-rate is adversely 
commented on by a comparison with that of 1928 ; 
but if the subsequent years had been observed, it 
would have been seen that the death-rate closely 
followed the economic conditions of the country as 
portrayed by the physical condition on admission. 


This condition is regularly confirmed by at least 
three subsequent medical opinions, so may be taken 
as reasonably correct. The fellaheen (agriculturists) 
live within such a narrow margin of actual want and 
the bare necessities of life that any variation is rapidly 
reflected in their physical health. 

The allegation that the hospitals were permitted 
to be overcrowded by the admission of voluntary 
drug addicts is a more serious one; this was only 
undertaken after some consideration. It cannot be 
denied however that the medical staff of mental 
hospitals are, as a body, the most fitted to treat 
drug addiction as the mentality of the majority of 
drug addicts approaches, if it does not actually pass, 
the borderline of certifiability. If it is admitted that 
the mental hospitals are the most fitted to treat 
drug addiction there still remains the question 
whether they were justified in overcrowding ; actually, 
however, it only meant 18 additional patients in 
excess of the insane population provided they were 
distributed evenly over the whole year. Over- 
crowding in an English asylum with windows of 
the guillotine pattern unable to be opened more than 
about six inches, a climate that precludes patients 
being much in the open air and shorter daylight 
hours, is a proposition very different from that of 
the Khanka Mental Hospital, built on the villa 
principle with free cross ventilation, with wide 
open windows (owing to iron bars), a climate that 
allows meals to be taken in the open air practically 
all the year round, and thus allows dining rooms 
to be used as dormitories—permitting a degree of 
overcrowding much greater than would be possible 
in an English asylum. It was also expected that 
the wave of addiction would not be of long duration 
and figures of 1932 confirm this. If moreover a 
new institution with all its attendant necessaries 
had had to be provided, it would have been very 
costly and wasteful. 

The suggestion that addicts, to all intents and 
purposes insane, should have been crowded into 
general hospitals can hardly have been a serious 
one ; legislation did not then exist to enable addicts 
to be put in prison hospitals unless they had 
contravened the law in some other respect. 

I am, Sir, yours faithfully, 
H. W. DupGEon, 


March 9th, 1933. Director, Lunacy Division, Egypt. 


*,* We are pleased to publish the letter from the 
Director of the Lunacy Division commenting upon 
the report which appeared in THE LANCET at the 
beginning of the year, and which criticised the Egyptian 


Lunacy Report. With regard to the death-rate 
the year 1928 was chosen because it imme- 
diately preceded the years dealt with in the 


Report. The straits of the fellaheen appear to be the 
cause of much physical impairment but this fact 
was not mentioned, and anyhow would not explain an 
increased death-rate among hospital cases, which were 
not subjected to outside economical stress. Our 
remarks were mainly directed to the admission of 
drug addicts into the already overcrowded mental 
hospitals. The hygienic advantages and climatic 
amenities of the location of the Khanka Hospital 
do not meet the criticism that an extraordinary 
high discharge rate of uncured patient continues, 
a condition which must be aggravated, if not caused, 
by the allotment to drug addicts of beds intended 
for the insane. We agree that the medical staffs 


of the mental hospitals are fitted to treat drug 
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addicts, and equally to treat the victims of alcohol, 
but is it suggested that drug addicts are to all intents 
and purposes insane? And, although not classified 
as such, ought they to receive the accommodation 
intended for the insane at a time when that accom- 
modation appears to be insufficient for its intended 
purpose ? We welcome the information that more 
complete reports may be looked for in future, and 
that the number of addicts admitted annually is 
decreasing.—Ep. L. 


PLEURAL EPILEPSY OR AIR EMBOLISM 
To the Editor of Tur LANCET 


Sir,—The case of epileptiform attack accompanied 
by transient hemiparesis and vasomotor cutaneous 
symptoms, so well described by Dr. V. R. Walker in 
THE Lancet of March 25th (p. 636) is suggestive, not 
of air embolism, which is anatomically unlikely, but of 
the rare but well-recognised syndrome known as 
pleural epilepsy. 

Epileptiform fits are known occasionally to follow 
exploratory punctures of the pleura, undertaken for 
various reasons—e.g., for the relief of pleural effusion 
or empyema, or sometimes during the process of 
therapeutic pneumothorax in the most skilful hands. 
‘The epileptiform attacks in such cases are usually of 
severe type, with generalised tonic and clonic spasms ; 
they are often accompanied by vasomotor phenomena 
such as areas of cutaneous pallor or hyperemia, and 
are sometimes associated with transient cerebral 
paralyses of monoplegic or hemiplegic distribution, 
not uncommonly on the side opposite to that of the 
pleural trauma. It is curious that in many such cases, 
_as in Dr. Walker’s, the patient has had a number of 
previous pleural air insufflations without epileptiform 
fits; moreover, chronic epileptic patients suffering 
rom pulmonary tuberculosis do not appear to be 
liable more than ordinary persons to pleural epilepsy. 

The pathology of pleural epilepsy is still in dispute. 
Some observers, like Cordier, regard it as a vaso- 
constriction occurring simultaneously in the pulmonary 
and cerebral vessels, excited by vagal stimulation from 
trauma of the visceral pleura. Be this as it may, it is 
extremely unlikely, anatomically speaking, that air 
would pass from the pleural cavity into the innominate 
artery, traversing the pulmonary circulation en route, 
as suggested in Dr. Walker’s paper. Moreover, experi- 
mental injection of air into the systemic veins or into 
the lungs in rabbits has consistently failed to induce 
epileptiform convulsions. In my opinion, therefore, 
Dr. Walker’s dramatic and well-recorded case should be 
added to the list of pleural epilepsy. 


Iam, Sir, yours faithfully, 
J. Purves-STEWART. 
Buckinghain-street, S.W., March 24th, 1933. 


OSCILLOMETRY AND THE ‘*‘ MEAN ”’ PRESSURE 
To the Editor of Tuk LANCET 


Smr,—In the interesting annotation on p. 593 (THE 
)Lancet, March 18th) you say “ As long ago as 1921 
Pachon found that the oscillometric index (greatest 
deviation of the needle) corresponded to the ‘ mean’ 
pressure ; this was confirmed by P. Gley and Gomez 
.(1931) by means of experiments on living animals.” 
In the article on the vascular system in Schafer’s 
“Text-book of Physiology” (vol. ii., pp. 79-80) I 
described as long ago as 1900 the Hill-Barnard 
sphygmometer in which, as in Pachon’s instrument, 
an aneroid capsule is used ; and I there stated that the 
_index of maximal oscillation of the needle corresponded 
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to the mean pressure as shown by experiments on 
living animals. We placed the cuff of our instrument 
round the neck of the animal and compared the 
connoted pressure, as taken by the sphygmometer, with 
the femoral pressure as taken directly with a cannula 
connected with a manometer. The Roy-Graham 
Brown method of measuring capillary pressure in the 
web of the frog allows one to observe with the eye the 
behaviour, at systolic, mean, and diastolic pressures, 
of a small artery in the web. I used a rubber cuff 
of suitable construction, put round the thigh of a 
large frog ; the arterial pressure could be measured 
directly in the other sciatic artery by means of a 
cannula. By such means the student can be brought 
to understand the method of measuring blood pressure 
in man and to appreciate the significance of the 
maximal pulsation. 
I am, Sir, yours faithfully, 
LEONARD HILL. 
The London Clinic, 8S.W., March 23rd, 1933. 


TREATMENT OF ENLARGED TONSILS IN 
CHILDREN 


To the Editor of THE LANCET 


Sirn,—Mr. Layton’s address in your issue of 
March 18th, combined with Sir George Newman's 
statement in his last report as chief medical officer 
of the Board of Education, gives the viewpoint of 
the specialist and the administrator. I would like 
to bring forward the viewpoint of a general practi- 
tioner who has for many years been operating on 
tonsils and adenoids at London County Council 
clinics. The publicity given to the subject by the 
lay press has very much prejudiced the work at these 
clinics without giving any assistance to the public 
in forming a clear idea of when and why their own 
children’s tonsils should or should not be removed. 

Mr. Layton gives eight years as the minimum age 
for operation, and repeated attacks of follicular 
tonsillitis the only excuse for earlier operation. He 
fails to take notice of the large number of cases of 
tonsillitis with enlarged glands—constantly recurring 
—with frequent abscess formation, all arising from 
infected tonsils. I bave seen such a condition start- 
ing at the age of 11 months. A second class of case 
is that of the child with frequent attacks of croup 
which entirely disappear after the removal of tonsils. 
Mr. Layton says that mere hypertrophy of the 
lymphoid tonsil is not sufficient cause for removal, 
but one would not like to consider the state or fate 
of some of the children with these huge tonsils who 
contracted scarlet fever, diphtheria, or any other 
infection involving the tonsils. 

It is very difficult to decide whether a child should 
have tonsils removed without going carefully into its 
previous history, and seeing the child at frequent 
intervals as a family practitioner does. The specialist 
labours under a distinct disadvantage both in judging 
before operation and also in estimating the results. 
It has been my good fortune to hear from many 


‘hundreds of grateful mothers of the improvement in 


the child’s general health after removal of tonsils 
and adenoids, and I do not consider that these 
results are all due to the removal of adenoids. I have 
also noticed with much interest the importance 
attached to septic tonsils by orthopedic surgeons 
working with the young and poorly developed children 
who come to their clinics. 
I am, Sir, yours faithfully, 
A. Bruce Gorpon, M.D., F.R.C.S.E., 
Aural Surgeon to Highgate Newtown Clinic, &c. 
Queen’s-crescent, N.W., March 27th, 1933. 
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PART-TIME CONSULTANT AND SPECIALIST 
SERVICE OF THE L.C.C. 


To the Editor of THE LANCET 


Sir,—At the meeting which was attended both by 
those who intend to take work under the London 


County Council and others who, like myself, have no . 


immediate desire to do so, it seems that a point of 
great importance was apparently not brought forward 
during the discussion on fees which members of the 
medical profession are to receive from the L.C.C. for 
consulting work. I understand that anyone with an 
income even up to £1500 a year can become a patient 
of an L.C.C. hospital. I was informed that in such 
cases the L.C.C. would charge the patient according to 
his means ; on the other hand, the fees of the consultant 
would remain the same, whether he attended only a 
poor patient or a rich one. Those fees are being put 
down to the lowest possible scale and probably some 
men will be forthcoming to accept them. We shall, 
therefore, be presénted with what one may describe 
as another sweated industry, the wage paid being out 
of all proportion to the work done for well-to-do people. 
Surely an income limit for patients should be insisted 
upon before proceeding any further with the scheme. 
There is quite enough abuse of hospitals already 
without the L.C.C. becoming a party to it. 
I am, Sir, yours, faithfully, 


GEO. VILVANDRE. 
Park-crescent, W., March 27th, 1933. 


To the Editor of THe LANCET 


Srr,—As one of the consultants whom the British 
Medical Association asked to the meetings at their 
house may I repeat and amplify some remarks that I 
made at that held on March 11th. 

In a service such as this there are certain considera- 
tions which make the finance different from the other 
conditions under which members of our profession 
earn their money. In the first place there are no 
expenses—neither consulting-room, instruments, nor 
clerical assistance. There is no reason why scales of 
pay should include anything towards such expenses 
incurred for other parts of a person’s income. The 
telephone and the travelling are the only expenses 
essential to the terms of service. Except for the 
possibility of late emergencies a motor-car is not 
necessary. All the institutions are approachable by 
cheap transport. Emergencies are admittedly a 
difficulty, but no one knows how many will be 
necessary in the year. If in any post they are 
numerous, and especially if they are very late and 
immediate, they will form a good handle for future 
bargaining. But there is another point inherent in the 
voluntary hospital system under which we consultants 
live. We give up, say, one-third of our wage-earning 
time to work for which we get no pay. In theory this 
is charity. But it is only possible by charging scales 
of fees to private patients which will bring our income 
up to the same level as that of other professions needing 
the same education, intelligence, and standard of 
living. Now there is no reason why the rate-payers 
money should be expended on this higher scale now 
that they have imposed upon them the care of the 
sick poor. 

On the positive side there is the pension. No 
pension scheme can be of much help to any man who 
comes into it after the age of 45 ; but it is a very great 
asset to anyone that comes into it at 30, as anyone can 
learn by going to an insurance office to inquire as to 
the rates that must be paid for annuities. In spite of 


all this, the scales of pay laid down in the resolution 
of the Council are very inadequate for persons of the 
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seniority of the majority of those attending that 
meeting, many of whom have been doing the same 
work for years at rates double those now offered. But 
it is no good blaming anyone at the County Hall. The 
Council has accepted the suggestions of the British 
Medical Association. There is nothing in the extracts 
that you have published from their memoranda to 
suggest that existing rates of pay should in certain 
instances be continued. The Council have not turned 
down the suggestion that seniority and length of 
service should be recognised by increased remunera- 
tion. They have accepted the tender offered and 
decided to review the matter after a year. 

The meeting exhibited a remarkable naiveté in 
expecting anything else. Anyone who has ever 
registered a vote to authorise the expenditure of public 
money would know that the members of the finance 
committee were bound to accept the lowest tender 
until it was proven that efficient service could not be 
had thereby. The officials who were preparing esti- 
mates for the various committees through which such 
a matter must pass would find their hands tied by the 
suggestions made. In the same way the idea that once 
the resolution of the Council had been made it was 
possible to get it reconsidered in a few weeks showed a. 
complete ignorance of the working of such a body, and 
of the time needed for officials to draft a report, for one 
committee to accept it, and for two or more others to 
consider it before it finally goes up to the Council. 
The Council has decided that this scheme is to come 
into being on July Ist. The consultants must be 
appointed in time for such as have not held the posts 
before to learn the details of their duties and to adjust 
their own arrangements so as to carry them out. 
There is no going back in the Council's resolution and 
there is very little time with Easter and Whitsun 
intervening in which to make the appointments. 

If we turn from those in settled positions to the 
young men just starting in consultant practice this 
service offers the greatest opportunities. But they 
must go into it as a service with the idea to serve ; to 
find work and to do work; not merely to go to an 
institution with a view to seeing the smallest possible 
number of cases and getting away as soon as possible. 
To see any branch of medicine clearly it is necessary to 
view it from every possible angle. Service under the 
London County Council will afford men and women 
the opportunity of seeing their own branch reflected 
from several facets in a way they can get nowhere else. 
This may not apply to the general surgeon. But for 
physicians and those working in special departments 
there is no doubt about it as I can testify from many 
years’ experience. For a young man between 28 and 30 
the pay is generous. If one allows a working day of 
seven and a half hours with two and a half on Saturday 
it works out at the rate of £1250 a year net income. 
Of those that go into it some will rise to the higher 
ranks. Supposing he attains to a part-time post 
worth £600 a year. He will retire from it at the age 
of 65 with a pension of £350 a year, which he will find 
a very desirable addition to what he has been able to 
save from his private practice. 

The man or woman who enters this service at this 
age will be assured of work on a certain number of 
days per week at a reasonable return. He will find 
his cheque paid with absolute regularity and no bad 
debts. He will find the work good, there need be no 
fear that medical superintendents will not find work 
for him to do. As he shows keenness they will shower 
it upon him. He will get the opportunity of special 
study of special cases in a way that is difficult to 
arrange at a voluntary hospital. Lastly he will meet. 
many other men and women from schools other than. 
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his own each looking at the cases from some angle differ- 
ent from his own, and he will help to build up a service 
that will be unrivalled ia any other town and country. 

For that is what we Londoners are after. In the 
long evolution of the poor-law institutions from 
Bumbledom to first-rate hospitals the consultant 
branch of our profession has taken no part. It is not 
for us to criticise our forerunners. Perhaps they had 
no opportunity to help. We have. If we do not 
take it we shall be at fault. The world forgets those 
men who as medical superintendents struggled to 
secure the first stages of that evolution. Honours 
lists have not included their names. They are now 
living in seclusion in country towns or suburbs. It is 
up to us to carry on the work they have begun. 

I am, Sir, yours faithfully, 
Queen Anne-street, W., March 25th. T. B. Layton. 


To the Editor of Tuk LANCET 

Sir,—May I crave the hospitality of your columns 
to comment briefly on the position which has arisen as 
a consequence of the reconstruction of the consultant 
service in the hospitals controlled by the London 
County Council. 

The gradual growth of the consultant service during 
the last fifteen years was the result of the recognised 
need of outside specialists to supplement the very 
efficient regular service of the Council hospitals. Now 
that these hospitals are about to play an increasingly 
important part in the care of the sick in London this 
need should be greater, and it is to be hoped that a 
sufficient number of experienced consultants can be 
induced to work at these hospitals. On looking 
through the terms of service offered to consultants, 
however, one finds little inducement for men of experi- 
ence to offer their services, and unless some relaxation 
or alteration of these terms is made it appears likely 
that the Council will not obtain exactly the type of 
man desired. 

To mention a few points which appear objectionable. 
The appointments are to be annual but there is no 
security of tenure and the holder can be dismissed with 
a month’s notice. Not a single absence—either for 
holiday or sickness—is permitted without deduction 
from pay. No mention is made of any increase in pay 
after prolonged service, and incidentally no statement 
has been made as to whether the time which con- 
sultants served before their recent dismissal will count 
towards the meagre pension to which length of service 
entitles them. 

The pay of a consulting physician, surgeon, and 
gynecologist for a weekly session of two and a half 
hours (which with time of travelling will occupy half 
the working day) is to be £125 per annum, whilst for 
each additional session £75 per annum will be paid. 
It will be seen that a consultant working half his time 
at a Council hospital would barely earn enough to pay 
his rent, though of course he would have half the week 
left for gratuitous work at the voluntary hospitals to 
wh ich he is presumably attached, and for attending to 
his private practice. The Council offer only 34s. a 
session to the consulting anzesthetist, thereby exhibit- 
ing a lack of appreciation of the skill necessary to give 
an anesthetic or a singular indifference to the safety 
and comfort of the patients under their care. It is 
mentioned that only in special circumstances will the 
Council employ those who offer less than two sessions a 
week—a proviso apparently specially calculated to 
dissuade those senior men who from public spirit might 
like to give one session a week to the Council’s service. 

I do not doubt that the Council will be able to staff 
its hospitals with consultants even on these inadequate 
terms, but they cannot hope to obtain the type of men 
most desirable for such a great public service. It is 
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for the good of everybody that these terms should be 
improved. If the Council wish to have the best men 
working sympathetically and, we may hope, even 
enthusiastically in their hospitals they need to be a little 
more generous-minded.—I am, Sir, yours faithfully, 

March 27th, 1933. CHIRURGICUS. 

To the Editor of Tuk LANCET 

Sir,—The London County Council now controls 
upwards of 20,000 hospital beds. Its hospitals will 
accommodate an increasing proportion of the sick 
persons in London and will supply teaching material 
of great value. It is intended that these hospitals 
shall be well equipped and well staffed, and the Council 
has the money to put these wishes into effect. 

A consultant needs access to a large number of 
patients in hospital in order to attain or maintain his 
status. Access to a selection of the L.C.C.’s 20,000 
patients will eventually, say over a period of ten 
years, afford a would-be specialist greater opportuni- 
ties than can be offered by any one voluntary hospital, 
even one containing 1000 beds. 

The immediate payment for services rendered as a 
consultant to the Council’s hospitals is thus of little 
importance compared with the experience that may be 
anticipated in that employment. In fact, if the 
L.C.C. were now to appoint as consultants to their 
hospitals a number of doctors of average intelligence 
and industry who are unconnected with any voluntary 
hospital, it is probable that in ten years’ time they 
would compare favourably in the competence and 
judgment which is the fruit of experience with their 
contemporaries serving the voluntary hospitals. 

It is admittedly difficult for members of the 
consulting staffs of the voluntary hospitals to take on 
extra work at the Council’s hospitals. Unless they do 
so, however, there is every chance that the lead in 
medical education may pass from the voluntary 
hospitals into other hands. It would seem that the 
opportunity for a firm liaison between the teaching 
hospitals and the L.C.C, hospitals is at hand. If for 
any reason the consultants attached to the former fail 
to take advantage of it, the development of an 
independent service may eventually destroy the 
teaching schools. If the terms offered do not seem to 
provide adequate remuneration for the time spent, it 
must be remembered that the experience to be gained 
is the principal reason for the eagerness of the young 
consultant to get on to the staff of a voluntary 
hospital and that great experience is obtainable in 
L.C.C. hospitals.—I am, Sir, yours faithfully, 

March 26th, 1933. A’ UNIVERSITY TEACHER, 


To the Editor of Tar LANCET 

Srr,—As part of the reorganisation of their hospitals 
the London County Council are inviting applications 
from consultants in nearly all branches of medicine 
for part-time service. The terms offered by the 
Council have been carefully considered by two 
meetings of consultants, of over 200, and a committee 
appointed by them under the aegis of the British 
Medical Association. At the meeting held on 
Tuesday, March 28th, very strong protests were made 
-not only against the details of the scheme put forward 
by the Council, but perhaps even more against the 
refusal of the Council to allow any effective discussion 
with representatives of the consultants on the temrs 
of the scheme. It was decided nem. con. to urge all 
consultants to refuse to apply for a post, or if applica- 
tion had already been made, to withdraw it, unless 
and until the Council agrees to discuss their scheme. 

It is necessary for London consultants to think 
very hard at this moment of their course of action in 
relation to the London County Council, for the 


scheme to which they submit now may become a 
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model of future terms in any extended service 
initiated by the London County Council, or, indeed, 
by any other local authority. The details are 
sufficiently objectionable, but it is of much greater 
importance that protest should be made now against 
the policy of the Council of propounding schemes of 
technical medical service without any preliminary 
discussion with those who have to do the work. 

It has been urged that refusal to take part in the 
new service will be hard for the younger men who are 
not yet established, for times are difficult, and the 
Council’s work offers a definite, if small, additional 
income. But if they will unite now with real 
solidarity our verbal protests will be implemented 
in such a way as to induce the Council to listen to 
our views. I am, Sir, yours faithfully, 

London, W., March 29th, 1933. ALECK BOURNE. 


*““T.B. PARTIGENS ”’ 
To the Editor of Tue Lancet 


Sir,—In last week’s issue (p. 649) you publish 
an annotation under the caption “Cellular Reaction 


PANEL AND CONTRACT PRACTICE 





[APRIL 1, 1933 723 
to T.B. Partigens.”” The article describes very fairly 
the work done by American workers carrying out 
the research scheme of the National Tubercwosis 
Association of America, but might I mildly criticise 
the use of the word “ partigens,’ which, I believe, 
was first used by Much in regard to his work on 
immunisation in tuberculosis, and first described in 
his book on ‘Tuberculosis of Children’? The 
methods employed by the American workers in 
isolating the various fractions of the tubercle, and 
other acid-fast, bacilli are rather different from 
that of Much, in that while the American workers 
are using unaltered fractions, such as protein, poly- 
saccharides, lipoids, &c., Much worked with de-natured 
fractions which he called “ partigens.” I think 
that in describing the American researches a better 
word would be fractions, not partigens. 
I am, Sir, yours faithfully, 
ANDREW TRIMBLE, 
Chief Tuberculosis Officer, The Central 
Tuberculosis Institute, Belfast. 
March 27th, 1933. 
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Bottles of Medicine 
In the following table is shown the number of 
prescriptions dispensed by chemists for insured persons 
during the year 1932, with comparative figures for 
the year 1931. 


1931. 1932. 
1. Total number of prescriptions .. 8,510,255 .. 8,519,101 
2. Cost of ingredients ° .. £115,091 .. £117,965 
3. Cost of dispensing fees .- . . £155,434 .. £155,156 
4. Total cost of prescriptions .. £270,525 .. £273,121 
5. Average cost of ingredients 325d. .. 3-32d. 
6. Average cost of dispensingfees.. 4°38d. 4-37d. 
7. Av total cost per prescrip- 
ian es - ¢ “a nd 763d. .. 7-69d. 
8. Total number of persons on list 1,904,521 .. 1,917,033 
9. Average number of prescriptions 
person ee eo» oo 447 4-44 
10. Average cost per person 34-00d. 34-19d. 
** Not Incapable of Other Work”’ 
Regional medical officers are now, it seems, 


occasionally reporting cases referred to them as 
“found incapable of following their ordinary occupa- 
tion but not incapable of other work.” No recent 
memorandum on certification has been issued by the 
Ministry of Health and it is probable that some 
guidance on this point would be useful to new entrants 
into insurance practice. For this reason the London 
panel committee on March 23rd decided to ask the 
Insurance Acts Committee to approach the Ministry 
of Health about it. At the present time an insurance 
practitioner has no form on which to certify to an 
approved society that the time has arrived when an 
insured person could resume work at some other more 
suitable occupation. He can explain this to the 
patient, but on the present certificate form the 
practitioner would have to declare him off, when the 
society would at once stop sick pay. Were the 
certificate framed in the way suggested the society 
could give the insured person time in which to seek 
alternative occupation, a fair concession when serious 
accident or illness made his original work impossible. 
Some instructions on capacity for housework and for 
Class K persons would prove helpful in insurance 
practice and might assist in diminishing without 
undue hardship the amount of sick pay claimed. 


** Personal Service ’”’ 

An interesting point has arisen in London over the 
capacity of an insurance practitioner to carry out his 
obligation under the Act to give personal service. As 
‘we have pointed out (Jan. 28th. p. 221) the regulations 


are different for a doctor who works with an assistant 
and one who has one or more partners. Whereas an 
insured person can demand to be treated by the 
principal rather than the assistant he cannot demand 
the personal service of his own doctor if the service of a 
partner is offered in its place. In the case in question 
Dr. A is in practice with Drs. B and C, all partners. 
Dr. A’s list is 1100 + out of a total for the partnership of 
approaching 4000. Information reached the insurance 
committee in Oct. 1932.,that Dr. A is an invalid, that he 
takes no active part in the practice but retains a third 
share (thus maintaining his partnership status). It was 
stated that his partners had been conducting the whole 
of the practice for some time but that during the 
period July to Sept. 1932 one was absent, leaving the 
other in sole charge. Representatives of the insurance 
committee visited the surgery and reported to the 
medical benefit subcommittee, when the panel 
committee was asked to define the position of Dr. A 
under clause 4 (4) of the Terms of Service, which runs 
as follows :— 

‘* Where the Insurance Committee after consultation with 
the Panel Committee are satisfied that owing to the con- 
tinued absence or bodily or mental disability of an insurance 
practitioner his obligations under the Terms of Service 
are not being adequately carried out, they may with the 
consent of the Minister give notice to the insured persons 
on his list that the practitioner is no longer in a position to 
carry out his obligations under the Terms of Service.” 

The question whether Dr. A’s obligations are being 
carried out has been referred by the panel committee 
for legal advice, seeing that a partner is always 
available to deal with any patient and presumably 
therefore there is no neglect of the insured person, who 
moreover cannot in this case demand the services of 
Dr. A when Dr. B or Dr. C are attending. The regula- 
tions, however, make it plain that a doctor on the panel, 
even if in partnership, should personally attend his 
insured persons unless prevented by the various 
circumstances mentioned in the regulations, one of 
which is ill health. But in that contingency it is 
mentioned that the cause preventing personal service 
is temporary, while clause 4 (4) speaks of continued 
absence or bodily or mental disability. It seems 


highly improbable that Dr. A can escape the provision 
of clause 4 (4)—unless his health is not thought of 
sufficiently incapacitating effect by the panel com- 
mittee—simply on the ground that his partner Dr. B 
or Dr. C is doing his work efficiently and well. 
be interesting to hear the legal opinion. 


It will 
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ALFRED W. ALCOCK, Lieut.-Col., I.M.S., 
C.I1.E., F.R.S. 
LATE PROFESSOR OF MEDICAL ZOOLOGY IN THE UNIVERSITY 
OF LONDON 

WE regret to announce the death of Lieut.-Colonel 
Alcock, the weil known medical zoologist, which 
occurred on March 24th at Heathlands, Belvedere, 
Kent. He will long be remembered as a great 
mainstay of the London School of Tropical Medicine, 
and as one of Manson’s chief lieutenants ranks as a 
pioneer of tropical medicine. 

Alfred William Alcock was born in 1859 in Bombay. 
His father, Captain John Alcock, after a life-time at 
sea in the days of windjammers, retired to live at 
Blackheath ; his mother was a Miss Puddicombe of 
Devonshire descent. Young Alcock received his 
general education 
at a preparatory 
school in Black- 
heath and West- 
minster, but was 
unable to proceed 
to the University 
owing to lack of 
funds, due to a 
depreciation of 
family investments 
during the Russo- 
Turkish war. Thus 
at 17 years of age 
he was sent to an 
uncle in Southern 
India to learn 
coffee planting. He 
found this occupa- 
tion so little to his 
taste that, after two 
years, he became 
a master in 
St Paul’s School, 
Darjeeling. Soon, however, he became convinced 
that he was destined for a medical career and, 
returning home, he matriculated at the Marischal 
College in Aberdeen in the autumn of 1881 and 
proceeded to take a medical degree, qualifying 
in 1885. At Aberdeen he attended the lectures of the 
late Sir Alexander Ogston, and then heard of Manson’s 
discovery of the life history of the Filaria bancrofti. 
This new conception of the transmission of disease 
impressed itself strongly on him, remaining as a 
guide-post throughout his life, and convincing him 
that the foundations of medical science are rooted 
and grow in biology, a truth which, through a mis- 
apprehension of Huxley's views on the place of 
biology in the medical curriculum, the medical 
profession was prepared toignore. With the exception 
of Ogston and a few faithful adherents, the seed that 
Manson had sown in 1881 had fallen upon barren 
ground. Alcock graduated as M.B., C.M. in 1885, but 
before graduating had displayed the direction in 
which he proposed to work, by filling the appointment 
of assistant to the professor of zoology in the Univer- 
sity. In the following year he joined the Indian 
Medical Service, completed the Netley course, and 
immediately went to India and saw a considerable 
amount of fighting with the Punjab Frontier Force. 
In 1888 he was seconded from military duty and was 
appointed to conduct the zoological section of the 
Marine Survey of India. He was surgeon-naturalist 
on board the Investigator, a specially equipped ship, 





COLONEL ALCOCK 


and was engaged in research connected with that 
survey for four years, scouring the Indian Seas and 
visiting many unknown and sparsely inhabited islands. 
His experiences were later epitomised in that 
fascinating book “A Naturalist in Indian Seas.” 

Aleock was now marked out as the outstanding 
zoological authority of that great Service to which he 
belonged, and which has provided India with its most 
scientific investigators. His interests were directed 
much more to the description of the arthropod fauna 
than to the treatment of disease. Although he was an 
authority on the classification of fish and snakes, yet 
his main love was the crustacea, especially the fresh- 
water forms, and he soon became known as a world 
authority on this group. His experiences was sum- 
marised in a catalogue of the Indian decapod 
crustacea, and for this work he was awarded the 
Fellowship of the Royal Society in 1901. In 1903 
he was appointed C.I.E. Previously he was chosen 
professor of zoology in the Medical College of Bengal, 
and he became director of the museum in the Calcutta 
Medical College, which he entirely resuscitated and 
modernised, making it the outstanding zoological 
collection in the Peninsula, if not in the whole of the 
Far East. He served on the Pamir Boundary Com- 
mission of 1895 and wrote a report which is still 
worthy of perusal, on his experiences at those alarming 
altitudes. Here he became familiar with the Thibetan 
fauna, and also acquired a more than ordinary 
understanding of the vernacular languages. 

He retired from the Service in 1907, and, attracted 
by the reputation of Manson and his school, joined 
forces with him as teacher of medical entomology 
at the Albert Dock in London. He therefore became 
one of the first teachers in this particular subject, 
and it was a matter of great gratification to him that 
he was asked to become professor of Medical Zoology 
in the University of London. In 1912 appeared 
his text-book ‘“ Entomology for Medical Officers,” 
a work which was more liberal in scope than the 
title implied, for the author, although throwing the 
chief part of his energy into a fairly detailed account 
of insects, gives notes on the rest of the arthropoda. 
The book was written in response to requests from 
students at the London School of Tropical Medicine, 
and attention is directed in its pages principally to 
the arthropods concerning the carrying of disease, 
but an outline of zoology reminded the classes of 
details with which they were assumed to be acquainted. 
A second edition of this book appeared recently. 
He established the entomological department at 
the School of Tropical Medicine, and he also organised 
and amplified, in a most remarkable manner, the 
collection of insects, mosquitos, snakes and indeed 
all the zoological impedimenta necessary to the study 
of tropical disease. 

There are thousands of medical men who can 
testify to Alcock’s charm and attractiveness as a 
teacher of this difficult subject; not only was he 
a great teacher, but he became the friend of every man, 
of whatever nationality, who entered the portals of 
the School of Tropical Medicine. His loyalty to Manson 
was almost a religion to him, and in 1927 he colla- 
borated in his biography with Dr. P. H. Manson-Bahr, 
and was therefore given scope for the depiction of his 
hero. Not only was Alcock a great naturalist, but he 
was a lover of literature of the highest type. Every 
article, even every letter he wrote, breathed the 
scholastic atmosphere, and classical allusions appeared 
with frequency in the reviews that he wrote for many 
years in. the Tropical Diseases: Bulletin. 
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Aleock retired from active work in 1924, since when 
he had lived at Belvedere in Kent, but his interest in 
medical zoology never flagged until the end. He was 
married in 1897 to Margaret, the third daughter of the 
late Mr. J. R. Cornwall of Aberdeen, and their 
devotion to one another became a legend with their 
friends. The union was childless. 





JONATHAN HUTCHINSON, F.R.C.S. 
CONSULTING SURGEON, LONDON HOSPITAL 


WE regret to announce the death of Mr. Jonathan 
Hutchinson, which occurred on March 27th at 
1, Park-crescent,- Portland-place, W., his London 
home. 

Jonathan Hutchinson was born at Reigate in 1859, 
the son of that all-round exponent of surgical science, 
Sir Jonathan Hutchinson. He received bis preliminary 
education at 
University College 
School, his medical 
education at the 
London Hospital, 
where his father 
was a_ leading 
member of the 
staff. He qualified 
as M.R.C.S. Eng. 
in 1880, and in 
1884 proceeded to 
the final fellowship 
of the College. A 
successful student, 
he filled the usual 
resident appoint- 
ments and after 
serving a8 surgical 
registrar was 
elected assistant 
surgeon to the 
hospital in 1890, 
having two years previously secured the Jacksonian 
prize of the College with an essay on the diseases of 
the epiphyses of the long bones. Following closely on 
the footsteps of his father, he made a special study of 
venereal disease, and of ophthalmology; he served 
as clinical assistant at Moorfields, and was elected 
ophthalmic surgeon to the Great Northern Hospital, 
and surgeon to the Lock Hospital, and thus obtained 
three large fields of clinical experience, wherein 
he worked assiduously. He became full surgeon to 
the London Hospital in 1896, and was recognised by 
his colleagues and by the students as a sound and 
widely informed surgeon, with a large range of 
accurate accomplishments and in particular as a fine 
and successful operator. This range was well 
displayed in his writings. He made numerous 
contributions to the Transactions of the Ophthalmo- 
logical and Pathological Societies, and to those of the 
Medical Society of London, and wrote a _ useful 
elementary text-book entitled Aids to Ophthalmic 
Medicine and Surgery, addressed specially to students. 
He wrote the articles upon syphilis, gonorrhea, and 
diseases of the skin to Treves’s “ System of Surgery,”’ 
and his contributions to the Annals of Surgery, to 
the Transactions of the old Medical and Chirurgical 
Society, and to the medical journals showed a 
remarkable variety of subjects upon each of which he 
could give the advice of experience. He was Hunterian 
professor at the College of Surgeons in 1913 and 1914, 
and in the latter year was again awarded the Jack- 
sonian prize, on this occasion for an essay on the treat- 
ment of trigeminal neuralgia. He was for one year on 
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the Council of the College, but it was characteristic of 
his reserved character that he should attend almost no 
meetings of the Council, and should resign from the 
body during the first year of his elected term. In 1923 
he retired from the active staff of the London Hospital, 
when he was elected consulting surgeon. 

We have received the following appreciation from 
a colleague: ‘“‘Some years ago a friend on a 
holiday with Jonathan Hutchinson in Spain described 
him as the most pleasant companion he had ever had 
from his wonderful gift of eloquent silence. That 
describes the man. As a student and as a surgeon, 
quiet and reserved, but always conveying a sense of 
latent power, with a keen sense of humour which at 
long intervals suddenly flashed out in the most 
unexpected way. As a surgeon his work was 
characterised rather by thoroughness than by brilli- 
ance. Few could have equalled, and none excelled, 
the delicacy and accuracy with which he carried out 
such operations as those which he performed so success- 
fully for the relief of trigeminal neuralgia. His 
opinion, which was never given hastily, was always 
valuable, and surgery would have been much richer if 
only the vast stores of his accumulated experience 
could have been more thoroughly utilised. He did 
much, but always there was the feeling among his 
friends that it was in him to have done so much more. 
The inheritance of a great name is not always an 
advantage. In private he was an admirable host, 
with a fund of entertainment that those who only knew 
him slightly would never have suspected, and he was 
always ready to help in the service of any cause that 
commended itself to him. The latter part of his life, 
after retiring from active practice, was devoted to the 
study of Japanese art, in which he became no mean 
authority.” 

Mr. McAdam Eccles writes: “‘May a surgical 
member of a sister hospital bear testimony to the solid 
worth of one who has just left us? The son of a 
distinguished father, whose fame was world-wide, 
‘ Young John,’ as some of us affectionately called him, 
was a quiet man, not given to talking, not even when 
walking,a man who did steadily whatever he under- 
took to do and did that well. His operative work was 
magnificent. To watch him expose a Gasserian 
ganglion was an occasion when the observer saw 
knowledge, dexterity, and experience seldom if ever 
surpassed. To see him play a hard game of tennis, 
and that after three score years and ten, was to see a 
fine sportsman at work. He was unique in the fact 
that he was the only one who had gained the coveted 
‘ Jacksonian prize’ of the Royal College of Surgeons 
of England on two separate occasions, so widely apart 
as 1888,0n the Diagnosis, Effects, and Treatment of 
Injuries to the Epiphyses of the Long Bones, and 
1914, on the Pathology, Diagnosis, and Treatment 
of Trigeminal Neuralgia. He was on the Council of 
the College but resigned, it is believed, in order to 
compete for the prize in the latter year, thereby only 
having been a councillor for one year. He is gone, 
but leaves a cherished memory behind him.” 





JAMES P. WATT, M.A. Aberd., M.D. Edin. 


Dr. J. P. Watt, the first county M.O.H. for 
Aberdeenshire, died suddenly in Aberdeen on 


March 22nd in his 77th year. 

James Peter Watt was the son of the Rev. William 8S. 
Watt, of Foveran, Aberdeenshire; he had a dis- 
tinguished course in arts at the University of Aber- 
deen, graduating, in 1875, with first-class honours in 
classics and the blue riband of the classical course— 
In the following year he gained 


the Simpson prize. 
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the Fullerton Scholarship. He became a classical 
lecturer at Glasgow, and later coached in classics in 
Edinburgh, when he resolved to adopt medicine as 
a career. He graduated as M.B., C.M. Edin. in 1887, 
proceeded to the M.D. in 1923, and took the D.P.H. 
of the Royal College of Surgeons, Edinburgh, in 1890. 
In 1891 Dr. Watt was appointed to Aberdeen County 
as M.O.H., being one of the first county medical 
officers appointed under the 1889 Act, a group which 
included such famous sanitarians as J. C. MeVail and 
Campbell Munro, of Renfrew. Public health in 
Scotland owes much to that band of enthusiasts. 
Watt, in particular, did much to secure for his county 
isolation hospitals, and improvements in water-supply 
and drainage, as well as in housing. He developed 
the local ‘ home-shelter”’ system in the adminis- 
trative control of tuberculosis. Upon the placing of 
education on a county basis in 1918 he did effective 
service. He retired in 1925. 

Personally, Dr. Watt was a genial man whose broad 
culture made him ready in conversation. He had, 
as might have been expected from his earlier experi- 
ences, a graceful and cultivated literary style, 
though he wrote but little, and published nothing 
outside the range of his professional work. Dr. Watt 
lost his wife some years ago, but leaves a married 
daughter in India, and a son who is a chartered 
accountant. 





Dr. HENRY HODGKIN was born at Darlington in 
1877, the son of Jonathan Backhouse Hodgkin and 
Mary Anna Pease, his wife. He was brought up at 
Bootham School, York, and Leighton Park, Reading, 
going on to King’s College, Cambridge, where he took 
a first class in natural science, and chose medicine 
from among the various careers open to him. He did 
his clinical work at St. Thomas’s, qualified in 1902 
with a Cambridge degree, and took a resident post at 
the Mildmay Mission Hospital in Bethnal Green. 
There his strictly medical career ended. He became 
travelling secretary of the Student Christian Move- 
ment and then went to China as a medical missionary, 
but spent his energy in founding a university of 
missionary societies. He returned to England to be 
the official mainspring of Quaker work in various 
mission fields and only gave up that position to return 
to China and devote himself completely to the founda- 
tion there of an indigenous Christian Church. All the 
other activities of a singularly crowded life were 
subservient to this practical gospel of reconciliation 
through service, an aim which his medical training, 
apparently wasted, may have helped him to realise. 
He had a simple and direct personality, very persua- 
sive in its single-mindedness, and assisted by a natural 
eloquence. Dr. Hodgkin married a daughter of the 
Rev. Henry Montgomery of Belfast and had three 
sons, one of whom is a medical student 


Dr. GEORGE GORDON CUMMING who died on Feb. 8th 
after a long illness spent the greater part of his life 
in South Africa. Born in Caleutta in 1878, he was 
educated at Fochabers, and at Edinburgh University, 
where he studied medicine. Soon after graduating 
as M.B. in 1903, he went out to Natal and quickly 
established a practice at Estcourt, but he relinquished 
this to join the Permanent Defence Force (Medical) 
soon after the creation of the South African Union in 
1910. He was sent to England early in 1914 for 
six months’ study of military medical science and 
when he returned to South Africa war with 
Germany had already broken out. He was stationed 
first at the Wynberg Military Hospital and later 
at Bloemfontein (Tempe) and Potchefstroom. The 
work undermined his health, and soon after the war 


he resigned from the service with the rank of captain. 
He had previously served through the Natal native 
rebellion of 1906. Dr. Gordon Cumming spent 
several years as medical officer to the Lonely Mine, 
Rhodesia, and after a year at Franklin, East Griqua- 
land, he finally returned to Natal, and settled down 
to practice at Richmond in 1925. A good all-round 
sportsman, he was a capable horseman, a keen rifle 
shot, a first-class tennis and billiard player, and a 
scratch golfer. In 1911, Dr. Cumming married the 
eldest daughter of J. H. R. Norgate, of Estcourt, 
and his widow survives him with three sons. 





INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
MARCH 18TH, 1933 


Notifications.—The following cases of infectious 
disease were notified during the week :—Small-pox, 
23 (last week 15), scarlet fever, 1933; diphtheria, 
815; enteric fever, 25; acute pneumonia (primary 
or influenzal), 1224 (last three weeks 1436, 1362, 
1299); puerperal fever, 38; puerperal pyrexia, 114 ; 
cerebro-spinal fever, 49; acute poliomyelitis, 2 ; 
acute polio-encephalitis, 1; encephalitis lethargica, 
13; continued fever, 1 (Wandsworth); dysentery, 8 ; 
ophthalmia neonatorum, 74. No case of cholera, 
plague, or typhus fever was notified during the week. 

The notifications of scarlet fever in England and Wales 
were 20 per cent. above the expected number ; of diphtheria, 
22 per cent. below ; of acute pneumonia, 29 per cent. below ; 
of enteric fever, 37 _ cent. below (the expected notifications 
being based on the median value of the corresponding 
weeks of 1924-32). 

The number of cases in the infectious hospitals of the 
London County Council on March 21st—22nd was as follows : 
Small-pox, 54 under treatment, 1 under observation (last 
week, 52 and 3 respectively) ; scarlet fever, 1654 ; diphtheria, 
1571; enteric fever, 9; measles, 307; whooping-cough, 
718; puerperal fever, 21 (plus 9 babies); encephalitis 
lethargica, 232; poliomyelitis, 2; ‘‘ other diseases,’’ 303. 
At St. Margaret’s Hospital there were 12 babies (plus 6 
mothers) with ophthalmia neonatorum. 


Deaths.—In 118 great towns, including London, 
there was no death from small-pox, 1 (0) from enteric 
fever, 33(3) from measles, 9 (1) from scarlet fever, 
41 (13) from whooping-cough, 30 (6) from diphtheria, 
42 (13) from diarrhoea and enteritis under 2 years, 
and 119 (21) from influenza. The figures in paren- 
theses are those for London itself. 

No great town reported more than 6 deaths from influenza. 
Nine deaths from measles occurred at Liverpool, 4 at 
Birmingham. Diphtheria accounted for 3 deaths at Hull. 


The number of stillbirths notified during the week 
was 296, corresponding to a rate of 46 per 1000 births, 
including 40 in London. 


PROVISIONAL DEATH-RATES FOR 1932 


Provisional death-rates per 1,000,000 population 
for England and Wales during the year 1932 are 
now available as follows :— 


Males Females Persons. 
Respiratory tuberculosis 806 .. 578 .. 687 
Other tuberculosi as 166... 185 .. 150 
Cancer be a6 -- 1406 .. 1624 .. 16510 


The maternal mortality (provisional) _ based on 
deaths primarily classed to puerperal conditions is as. 
follows :— 

Puerperal sepsis per 1000 live births, 1-61; per 1000 
total births, 1-54. 

Other accidents and diseases of pregnancy and parturi- 
tion per 1000 live births, 2-63; per 1000 total births, 2-52. 


TorBAY HosprraL.—Last year this Torquay hos- 
pital received 223 in-patients, an increase of 120. Their 
average stay was 21-2 days, and their average daily cost. 
7s, 1ld., a fall of 5d. The contributory scheme provided 
£5577, and a carnival week added £2300, The out-of-date 
X ray apparatus has been replaced. 
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PARLIAMENTARY 


NOTES ON CURRENT TOPICS 


Housing and Slum. Clearance 


In the House of Lords on Thursday, March 23rd, 
Viscount GAGE moved the second reading of the 
Housing (Financial Provisions) Bill which has already 
passed through the House of Commons. 

The Earl of ListoweL asked if the Government 
were in favour of a national housing corporation and, 
if so, what would be the functions of such a body. 
The cause of housing throughout the country would 
undoubtedly be stimulated if the Government were 
to give a guarantee for the raising of a substantial 
loan by such a body if the money were to be used 
expressly for the purpose of housing the poorer 
members of the working class. The whole post-war 
housing effort had been misdirected, and had neglected 
the fundamental human demand for protection and 
shelter against the elements—for a home—in order 
to flatter the desire of those sufficiently prosperous 
to divert attention from the truly needy to them- 
selves. Under this Bill there was no guarantee that 
private enterprise would fill the gap in the number 
of houses required, or that the standard of housing 
would not deteriorate. The Bill instead of being 
inspired by the country’s new hope of seeing all our 
fellow countrymen decently housed was dictated by a 
desire to reduce public expenditure. It was bound to 
slow down the progress of building for the working 
classes, and it was as inhuman as it was economically 
unsound. 

The Bishop of WINCHESTER said that the Govern- 
ment would fail once again in the provinces, and in 
London the position was very much worse. If the 
‘Government concentrated all their attention on slum 
clearance and new houses were not being built to 
relieve the pressure of overcrowding, as fast as slums 
were destroyed in one direction slums would spring 
up elsewhere. The problem could not be dealt with 
by slum clearance alone; there must be a large 
number of houses available at small rents. 

The Marquess of READING said that if the Bill was 
meant to represent all that the Government had in 
mind, or could put before the country, it would be a 
lamentable confession of failure. But there was 
evidently something more in the Government’s mind. 
The country was awaiting some wider vision on the 

rt of the Government, some larger scheme and 

Ider enterprise to deal with the evils on which 
they were all agreed. Nothing had been said on the 
Government’s attitude towards the proposal for a 
national housing corporation, or some similar body, 
which could be entrusted with the work of slum 
clearance, remedying overcrowding, and dealing with 
all the matters which had been discussed that day. 

Viscount GAGE said that that was one of the 
subjects which had been submitted, like the question 
of the general public utility societies, to the committee 
presided over by Lord Moyne. 

The Marquess of READING said that the Government 
ought not to be too niggardly in giving assistance, 
because they would be dealing with really productive 
enterprise. 

Lord BALFouR OF BURLEIGH said that the only 
hope of meeting the demand for low-rented houses 
was that capital should be raised at a low rate of 
interest and the property managed merely to pay the 
return on capital. That showed the impossibility 
of private enterprise meeting the need. 

iscount GAGE, replying to the debate, said that 
one of the difficulties in dealing with a national 
housing corporation was that at present there was not 
very much agreement on what form such a body 
should take. Lord Moyne’s committee were fully 
empowered to consider the question, and in any case 
the Government would be free to act after the com- 
mittee’s report had been presented in any direction 
that they pleased. 
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The Bill was read a second time. 
_ The Pharmacy and Poisons Bill was read the third 
time and passed. The Local Government (General 
aaa Contributions) Bill was read a second 
ime. 
Bills Advanced 
In the House of Lords on Tuesday, March 28th, 
the Indian Pay (Temporary Abatements) Bill was 
read the third time and passed. The Children and 
Young Persons’ Bill (which consolidates certain 
enactments relating to young persons under 18 years 
of age) passed through committee on re-commitment. 


HOUSE OF COMMONS 
MONDAY, MARCH 20TH 
Village Water-supplies 


Sir Percy Hurp asked the Minister of Health whether 
he now intended to encourage loans for village water- 
ee as being works in the public interest ; and how many 
such schemes were now before the department for England 
and Wales in general, and as affecting what districts in 
the county of Wiltshire in particular.—Mr. SHAKESPEARE 
(Parliamentary Secret to the Ministry of Health) replied : 
My right hon. friend is always ready to entertain applications 
for schemes of needed water-supply, and his staff are 
constantly advising local authorities on such schemes. 
The information for England and Wales requested in the 
second t of the question would have to be specially 

repared. There are two schemes now before my right 
hon. friend from Wiltshire, one for the parish of Westwood, 
in the Bradford-on-Avon rural district, and the other for 
the oy of Donhead St. Mary and Donhead St. Andrews, 
in the Tisbury rural district. 


THURSDAY, MARCH 23RD 
Feeding of School-children 


Mr. Davip Apams asked the Parliamentary Secretary 
to the Board of Education the number of children receiving 
meals under the Feeding of School-children Act during 
January and February, 1933, and comparative figures for 
1932, giving separate figures for the county of London.— 
Mr. HERWALD RAMsBOTHAM replied : The statement showing 
the number of children provided with meals is as follows :— 


1932. 1933, 

_ gTotal excluding London 162 631 219,499 
January { London 30,703 .. 34,637 
February ;Total excluding London... 172,644 .. 229,162 

oy s London.. 982,137.. * 


* Figures not available. 


Monthly returns are not available for periods prior to May, 
1932. For January and February, 1932, the highest weekly 
figures returned are accordingly shown; but these are no 
doubt somewhat lower than the total number of children 
fed during those months. 


Slum Clearance in Manchester 

Captain FULLER asked the Minister of Health how many 
slum clearance schemes had been submitted by the corpora- 
tion of Manchester since 1922 ; how many had been com- 
pleted ; the number of houses affected ; and whether an 
such schemes were now before him for approval.—Sir E. 
HILTON YOUNG replied: One scheme affecting 199 houses 
has been completed. In July, 1931, the Corporation made 
a declaration that another area was a clearance area within 
the scope of Section 1 of the Housing Act, 1930. The 
corporation have not as yet submitted to me either clearance 
or compulsory purchase orders for dealing with this area. 


Enteric Fever at Malton 

Sir FRANCIS FREMANTLE asked the Minister of Health 
whether the cause had been traced of the 23 deaths and 
270 cases of enteric fever recently notified from the Malton 
urban district, in the North Riding of Yorkshire ; whether 
any similar outbreaks had occurred during the last 40 years 
in the same district ; and what steps were taken to deal 
with them either by the North Riding county council or by 
the Local Government Board or Ministry of Health; and 
whether he would now take steps to prevent similar outbreaks 
in future.—Sir E. Hruron Youne replied: I have caused 
to be published a report on the recent outbreak of enteric 
fever at Malton (No. 69 in the series Reports on Public Health 
and Medical Subjects), of which I have sent a copy to my 
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hon. friend, and which I think will afford him the information 
he desires. 

Sir FRANCIS FREMANTLE : Is it true that similar outbreaks 
have occurred for 40 years in the same district, and that 
nothing has been done to prevent them arising again ? 

Sir E. Htnrton Youna: My hon. friend will find that 
matter fully dealt with in the report to which I refer. 

Sir FRANCIS FREMANTLE: Will steps be taken to see that 
district and county councils do not neglect their duties 
as they have done for 40 years ? 

Sir E. Httton Youne: Undoubtedly, such steps have 
been taken. 

MONDAY, MARCH 27TH 
The Price of Milk 


Lord Scone asked the Minister of Agriculture whether he 
was aware that the producers of milk were receiving at the 
present time only 4d. per gallon for milk containing 3.40 
per cent. butter fat ; and what action he proposed to take 
to safeguard the milk producers until the milk marketing 
schemes could be brought into operation.—Major ELLIoT 
replied: I am aware that, largely owing to the fall in prices 
of milk products, producers are at present receiving very 
low prices for milk surplus to the requirements of the liquid 
market. As I have already intimated, the whole dairy 
produce situation is under review, but I am unable to make 
a further statement. 


Imports of Foreign Milk Products 

Lord SconE asked the Minister of Agriculture whether 
he was aware that the imports of tinned cream, condensed 
whole milk, and milk powders amounted, during the month 
of January last, to the equivalent of over 6,000,000 gallons 
of milk, all from foreign sources; and whether, as these 
imports were to a large extent subsidised, he was prepared 
to apply the policy of prohibition to such imports.—Major 
ELLIOT replied : I have no power to prohibit these imports. 
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Pure Water-supplies 


Mr. LippDALL asked the Minister of Health whether he 
would issue a circular from his department to local authori- 
ties encouraging the formation of advisory regional water 
committees in order to provide all towns and villages with 
a pure water supply and to provide work for the unemployed. 
—Mr. SHAKESPEARE, Parliamentary Secretary to the 
Ministry of Health, replied: A number of regional water 
committees have already been formed, and the Central 
Advisory Water Committee is now considering where others 
should "he formed. With the supplies of water already 
available for populated areas, it is not likely that many 
large new schemes will be required in the immediate future. 
My right hon. friend is proposing to issue a circular on rural 
supplies, which present the greatest difficulty. 


TUESDAY, MARCH 28TH 
Enamel Ware and Antimony Poisoning 


Mr. Hvurcnutson asked the Minister of Health whether 
he was satisfied that the warning issued by the Ministry 
of Health in February last, in Memorandum Medical 171, 
was sufficient to give notice to purchasers of the danger of 
antimony poisoning due the use of cheap enamelled 
vessels ; whether he would consider introducing legislation 
to prohibit the sale of vessels in which this enamel was used ; 
and whether these vessels were made in this country or in 
foreign countries.—Mr. SHAKESPEARE replied: My right 
hon. friend thinks the memorandum referred to and the 
wide publicity given to it should give sufficient warning of 
present dangers. A technical officer of my Department 
is making further investigations to enable my right hon. 
friend to determine whether any further legislative or other 
measures are required. Enamelled hollow-ware containing 
antimony is made both in this country and in foreign 
countries. 
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University of Oxford 


Diploma in Ophthalmology.—A two-months’ course 
(compulsory) for the Diploma in Ophthalmology starts 
on April 24th. The examination will be on June 19th. 


University of Liverpool 


At recent examinations the following candidates were 
successful :— 
D.M.R.E. 
Part A.—J. R. Burrows and T. P. Twomey. 


D.P.H. 
Part I.—P. L. C. Carrier, Mary Coutts, P. P. Fox, D. O. Hughes» 
E. R. Jones, D. F. Morgan, and V. T. Naidu. 


D.T.M. 
M. M. Ghosh, S. Jackson, N. A. Kuraishy, J. F. Luke, R. B. 
Mathur, B. S. Nanjiani, E. F. Thompson, and G. R. Walker. 


D.T.H. 


F. Bando, S. S. Banker, Greta Lowe, 8. E. Onwu, A 
Rosenbloom, E. G. Williams, and F. D. Zau. 


University of Leeds 


At recent examinations the following candidates were 
successful :— 


M.D. 
G. Armit , H. Broadbent, D. W. Currie, J. F. Galpine 
and F. Grundy. 


FINAL EXAMINATION FOR M.B., CH.B. 
Part I.:—E. C. Allibone, Mary Barraclough, J. Benn, 
D. Bickler, F. M. Brook, E. Brown, F. B. Coates, I. Cohen, 
. M. Davies, D. H. Drake, H. W. Gothard, J. C. Hutchinson, 
. 8. Illingworth, B. Jackson, K. I. Johnstone, G. J. Kearney, 
. B. Khan, N. Lissimore, W. Lomax, 0. C. Lord, L. Nagley, 
A. B. Raper, H. R. Rollin, H. 8. Shucksmith, G. N. Watson, 


and L. A. Westwood. 
3 . Bacrock, G. W. Blomfield, Kathleen S. Bruce, 
F. L. Cane, C. D. Clark, O. E. Fisher, J. Gibson, J. H. Hudson, 
M. Lask, Vida L. Liddell, K. O. Milner, W. Sharp, S. Suvi, 
W. H. Tod, J. F. Warin, and N. Wood. R 
Part III. :—J. Gibson,* K. O. Milner,* F. Bacrock, G. W. 
Blomfield, Kathleen S. Bruce, F. L. Cane, C. D. Clark, H. 
Featherman, O. E. Fisher, J. H. Hudson, M. Lask, Vida L. 
Liddell, S. Suvi, W. H. Tod, and N. Wood. 


FINAL EXAMINATION FOR B.CH.D. 
Cc. L. Davidson * and G. Williamson. 
FINAL EXAMINATION FOR L.D.S. 
I. Cohen, D. J. Cork, G. E. Firth, C. W. Mason, Dorothy M- 
Phillips, and G. Williamson. 
D.P.H. 
J. N. Hill. 


Q 


* With second-class honours. 


University of London 


At a meeting of the senate on March 22nd Mr. W. R. 
Spurrell, M.S., was appointed to a readership in physiology 
tenable at Guy’s Hospital Medical School (as from Oct. Ist, 
1933). Mr. Spurrell been demonstrator of physiology 
in the University of Leeds since 1931. Sir Holburt Waring, 
P.R.C.S., was appointed a governor of East London College. 
The degree of D.Sc. in physiology was conferred on Dr. 
a . . Lythgoe, honorary lecturer in physiology at University 

ege. 


Royal Society of Edinburgh 


A David Anderson-Berry gold medal, together with a 
sum of money amounting to about £100, will be awarded in 
July, 1935, by this society to the person who, in the opinion 
of the council, has recently produced th best work on the 
nature of X rays in their therapeutic effect on human 
diseases. A similar award will be made every three 
—_ The address of the society is 22, George-street, 

dinburgh. 


Royal Medical Benevolent Fund 


The ninety-seventh annual general meeting of the fund 
was held in the rooms of the Medical Society of London 
on Thursday, March 23rd, when Sir Thomas Barlow presided. 
Mr. R. M. Handfield-Jones, the hon. secretary, outlined the 
report and showed that with an increased income larger 
sums had been distributed during the year under review, 
but he regretted that in spite of the publicity afforded by 
the medical press and by many appeals only a minority of 
the medical profession—namely, some 5000 out of over 
50,000—were direct subscribers. This limited the maximum 
annual grant to a medical practitioner to £40 and to the 
widow of a medical man to £26, allowances in many cases. 
were quite inadequate, though the Ladies’ Guild in associa- 
tion with the fund was in many instances able to augment 
the ~~ He closed by recording the grief of all interested 
in the fund at the deaths of Sir Charters Symonds, hon. 
treasurer of the fund from 1918 until his death last 
September, and of Sir Percy Sargent, who for the last four 
years of his life was the hon. secretary. Dr. Lewis Glover 
presented the financial statement ,analysing it in detail, and 
the adoption of this and of the report as a whole was 

to unanimously. Votes of thanks to and re-elections 
of the principal officers followed, when Sir Thomas Barlow, 
in reply, affirmed eloquently the value of the work 
that was being done and added a tribute to the 
remarkable devotion of the fund manifested by Sir Charters 
Symonds. 
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University of Glasgow 

Notice is given that the number of students to be admitted 
to the first-year courses in medicine in October, 1933, will 
be limited. Forms of application may be had from the 
Registrar. 


British Orthopedic Association 


The Robert Jones gold medal and prize for 1932 has not 
been awarded. 


Award to Prof. His 


The Carl Ludwig medal of the Deutsche Gesellschaft 
fur Kreislaufforschung awarded each year for work of out- 
standing merit on circulation has been given this year 
to Prof. Wilhelm His, of Berlin. 


National Council for Mental Hygiene 

It is announced that Prince George has consented to 
become the first president of this council. The chairman 
is Sir Maurice Craig, and the hon. secretaries Dr. R. D. 
Gillespie and Dr. Doris Odlum. The offices are at. 
78 Chandos House, Palmer-street, London S.W.1. 


Society for the Study of the Voice 

The first congress of the Société Francaise de Phoniatrie 
will be held on May 6th. There will be a report on the effect 
of tonsillectomy on the singing voice. Particulars may be 
had from the secretary of the society, 27, avenue de la 
Grande Armée, Paris X VI. 


Harveian Society of London 

On Thursday, April 13th, at 8.30 p.m., in the Paddington 
Town Hall, Harrow-road, London, W., Mr. R. Watson 
Jones, Mr. E. P. Brockman and Mr. Bryan Burns will open 
a discussion on Bohler’s Influence on the Treatment of 
Fractures. A cinema demonstration will be given. The 
date of the summer meeting at Down House has been 
altered to Saturday, July 15th. 


South African Medical Association 


Dr. A. J. Orenstein, director of sanitation for the General 
Mining and Rand group, has been awarded this association’s 
gold medal for meritorious services. This is the highest 
distinction the association can award, and only one other 
member, Dr. W. D. Hartley, of Capetown, has previously 
received it. 


Illuminating Engineering Society 

At a meeting to be held in the hall of the Institution of 
Mechanical Engineers, Storey’s Gate, St. James’s Park, 
London, S.W. at 7 P.M. on Tuesday, April 11th, Mr. F. C. 
Raphael will open a discussion on Hospital Lighting. The 
= ery is Mr. J, 8. Dow, 32, Victoria Street, London, 
S.W.1. 


Institution of Heating and Ventilating Engineers 

On Wednesday, April 5th, at 7 p.m. A paper on The 
Application of Refrigeration to Air Conditioning will be 
read by Mr. Bernard C. Oldham in the lecture room of the 
Home Office Industrial Museum, Horseferry-road, West- 
minster, S.W.1. The address of the Institution is 12, 
Russell-square, London, W.C.1. 


Fellowship of Medicine and Post-Graduate Medical 
Association 


A series of demonstrations on Certain Aspects of Surgical 
Technique has been arranged to take place on Wednesdays 
at 8.30 P.M. during April. The demonstrations will be given 
at the Medical Society of London, 11, Chandos-street, 
Cavendish-square, W., and most of them will be illustrated 
by the cinema. The demonstrations are as follows: 
April 5th, Mr. W. H. C. Romanis, Some Aspects of the 
‘Technique of Operations on the Brain and Spinal Cord ; 
April 12th, Mr. A. Tudor Edwards, Some Aspects of the 
‘Technique of Thoracic Surgery; April 19th, Dr. G. F. 
Stebbing, Some Aspects of the Radium and Operative 
Treatment of Malignant Glands of the Neck; April 26th, 
Mr. W. Ernest Miles, Abdomino-Perineal Excision of the 
Rectum, followed by Mr. A. Lawrence Abel, Some Aspects 
of Surgery of the Sympathetic Nervous System. Forth- 
coming courses after Easter include an afternoon course in 

sychological medicine at the Maudsley Hospital, Denmark 

ill, London, S.E., from April 24th to May 31st; an evenin 
course in physical medicine at the London Clinic an 
Institute of Physical Medicine on Mondays and Wednesdays 
at 8 p.m. from April 24th to May 17th, and a week-end 
course in gynecology at the Samaritan Hospital for Women, 
Marylebone-road, London, N.W. 1, on April 29th and 30th. 
All-day tuition will be given. Further particulars may be 
had from the secretary of the Fellowship, 1, Wimpole-st« et, 
London, W. 1. 
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German Medical Congress 

The Deutsche Gesellschaft fur Innere Medizin will hold 
its forty-fifth congress in Wiesbaden from April 18th to 21st 
under the presidency of Prof. Lichtwitz, of Berlin. The 
first session will be devoted to the pathology of erythrocytes 
and of hemoglobin; the second to the problems of the 
suprarenal glands; and the third to the heavy metals in 
physiological and pathological processes, 


International Post-Graduate Course 

The Tomarkin Foundation is holding its fifth annual 
post-graduate course at St. Moritz, Engadine, from 
August 13th to 27th. The principal subjects considered 
will be allergic diseases, climatology, rheumatism, metabolic 
disorders, and diseases of the blood (especially leukemia). 
Particulars may be had from the secretary of the Founda- 
tion: Box 128, Locarno, Switzerland. 


Maternity and Child Welfare 

The sixth English-speaking Conference on Maternity 
and Child Welfare will be held at Friends House, Euston- 
road, London, N.W., from July 5th-7th, under the presidency 
of Sir George Newman. The provisional programme may 
be had from the International Association for the Prevention 
of Infant Mortality, 117, Piccadilly, London, W.1. 


Midwifery Course in Liverpool 

A course for medical practitioners will be held at the 
Liverpool Maternity Hospital from July 20th to 22nd. 
Each day there will be antenatal demonstrations from 
noon until 1 P.M. and lectures by members of the staff from 
2 to 5.30. Particulars may be had from the secretary of the 
hospital, Oxford-street, Liverpool. 


Hygiene in the Tropics 

The British Red Cross Society will hold a course of seven 
lectures and demonstrations on Tropical Hygiene at 5.30 P.M. 
on Mondays, Wednesdays, and Fridays, from Friday, 
April 21st, at 9, Chesham-street, Belgrave-square, S.W. 
The course will cover such questions as food, clothing, 
and medical and sanitary precautions necessary for health 
in hot countries. An examination for the Society’s certificate 
in tropical hygiene will be held on May 10th. 


Central London Throat, Nose, and Ear Hospital 

An intensive course in laryngology, rhinology, and 
otology will be held at this hospital, Gray’s Inn-road, 
London, W.C., from April 24th to May 20th. It will include 
classes in anatomy, physiology, operative surgery, peroral 
endoscopy, and pathology and bacteriology. Sessions 
will occupy most of each day. The programme is obtainable 
from the secretary-superintendent. 


Devonian Association for Cripples’ Aid 

At the annual meeting of this association last week it was 
reported that centring in the Princess Elizabeth Ort hopedic 
Hospital at Exeter, with several clinics in the area, the work 
of cripples’ aid had been further coérdinated by arrangement 
with local authorities and other organisations. All the 
organisations for the welfare of cripples in Devonshire are 
acting in codperation, and the work of the association now 
includes North-west Cornwall, down to Tintagel; a clinic 
has been opened at Launceston. Adult cases increased from 
150 in 1931 to 230 in 1932. There were 1587 cases seen and 
6704 attendances at the clinics, compared with 995 and 4729 
respectively in the previous year. Total expenditure was 
£1938. 
St. Mark’s Hospital 

The Lord Mayor of London, Sir Percy Greenaway, in 
presiding at the annual meeting of St. Mark’s Hospital, 
City-road, on March 23rd, said that the work in every 
department showed a decided increase. Close upon 1000 
patients were admitted to the wards during 1932, and over 
1100 operations were performed. The new out-patients 
numbered well over 2000. Financially, however, the hospital 
had poanee through a critical year, and but for a legacy of 
£2000 the position would have been very serious. The 
annual report which was adopted at the meeting, states 
that 119 cases of carcinoma of the rectum were 
admitted duringthe year. A gradual decrease in the number 
of patients treated by radium is noted, and during 1932 
only nine cases had such treatment. Inhalation anesthesia, 
especially with ether, was used less than in the previous 
year, and in the great majority of cases low spinal anzs- 
thesia was employed, in the shape of stovaine solution 
(10 per cent.). A systematic record is now available of 
all cases admitted to the hospital with cancer of the rectum 
from 1910 to the present time. Examination of available 
figures shows ‘‘ extremely good results,” both immediate 
and remote, after operation in early operable cases. But 
of the new cases of rectal cancer admitted, rather less than 
half were within the scope of radical operation. 
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Vacancies 





Satins to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


SOCIETIES 


WEST LONDON MEDICO-CHIRURGICAL SOCIETY. 
Fripay, April 7th.—8.30 P.M. (at the West London Hospital), 


Demonstration of Osteopathic Methods by Dr. Thomas 
Marlin. 


MEDICAL SOCIETY OF INDIVIDUAL PSYCHOLOGY, 
THURSDAY, April 6th.—8.30 p.m. (11, Chandos-street, 
London, W.), Dr. Mary Ferguson: A case of Functional 
Aphonia. Dr. M. Marcus: Psychological Investiga- 

tion in General Practice. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn-fields 


WEDNESDAY, April 5th.—5 P.M. (in the Theatre of the 
rn ah Sir Charles Ballance. (Lister memorial 
ecture. 


FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1 Wimpole-street, London, W. 
Monpay, April 3rd to SATURDAY, April 8th.—BETHLEM 
Royal Hospirat, Beckenham. Course in Psycholo- 
gical Medicine. Tues. and Fri. at 11 a.M.—INFANTS’ 
HOSPITAL, Vincent-square, S.W. Course in Infants’ 
Diseases. Afternoons.—ROYAL EYE HOSPITAL, St. 
George’s-circus, S.E. Course in Ophthalmology. After- 
noons.—MEDICAL SOCIETY OF LONDON, 11, Chandos- 
street, W. Aspects of eo Technique. Wed., 
at 8.30 p.m. Mr. W. H. Romanis: Operations on 
the Brain and Spinal Gord. Courses, &c., are open 

only to members and associates. 


WEST LONDON ~~ 4 POST-GRADUATE COLLEGE, 
Hammersmith-road, W 
Monpay, April 3rd.—10 a.m., Medical and Surgical Wards, 
kin Clinic. 2 P.m., Gynecological and Eye Clinics, 
Surgical Wards. 

TUESDAY.—10 A.M., Medical Wards. 11 A.M., ical 
Demonstration. 2 P.M., Throat, Nose and car Clinic. 

WEDNESDAY.—10 A.M., Medical and Children’s Wards, 
Children’s Clinic. 2 P.M., Eye Clinic. 3.45 P.M., 
Venereal Diseases Demonstration. 

THURSDAY.—10 a.M., Neurological Clinic.11 a.M., Fracture 
Demonstration. 2 pP.M., Eye and Genito-Urinary 
Clinics. 4.15 P.M., Demonstration, Dr. Archer: Bio- 
Chemical Methods. 

Fripay.—10 a.M., Skin Clinic. 12 noon, lecture on Treat- 
ment. 2 P.M., Throat, Nose and Ear Clinic. 4.15 P.M 
Demonstration, Dr. Archer: Bio-chemical Methods. 

SATURDAY.—10 a.M., Medical and Surgical Wards, 
Children’s Clinic. 

DaILy.—2 P.M., Operations, Medical and Surgical Clinics. 

e Demonstrations at 4.15 P.M., are open to all 
medical practitioners without fee. 


nes 55 gs CONGRESS OF OBSTETRICS AND GYNAECO- 
IGY. 


WEDNEsDAY, April 5th—-Fripay, April 7th in Birmingham. 
Discussion on Uterine Action and its Abnormalities 
Communications. 

ST. MARK’S HOSPITAL, City-road, E.C. 

TaHurspDAy, April 6th.—4.30 p.m., Mr. E. T. C. Milligan : 
Procto-colitis. 

LONDON JEWISH HOSPITAL, Stepney Green, E. 

TuHuRspDAy, April 6th.—4 p.m., Dr. H. Gainsborough : 
Cholelithiasis. 

CENTRAL LONDON THROAT, NOSE AND EAR 
HOSPITAL, Gray’s Inn-road, W.C 

Fripay, April 7th.—4 P.M., Mr. “Harold Kisch: Frontal 

Sinusitis, Diagnosis and Treatment. 
ot. —= HOSPITAL FOR STONE, Henrietta-streets 


WEDNESDAY, April 5th.—3 pP.m., Mr. J. G. Sandrey: 
Congenital Abnormalities of Lower Urinary Tract. 


NATIONAL COUNCIL FOR MENTAL HYGIENE 
WEDNESDAY, April 5th.—5.30 P.M. (at 11, Chandos-street, 
Cavendish-square, W.), Dr. E. A. Hamilton-Pearson : 
Discipline. 
MANCHESTER ROYAL INFIRMARY. 
TurEspAy, April 4th.—4.15 Pp.m., Dr. F. R. Ferguson: 
Modern Treatment of Nervous Diseases. 
FRIDAY.—4.15 P.M., Mr. P. R. Wrigley : Demonstration of 
Surgical Cases. 
GLASGOW POST-GRADUATE LECTURES. 


WEDNESDAY, April 5th.—4.15 P.M. (at the Royal Maternity 
Hospital), Dr. R. A. Lennie: Obstetrical Cases. 


For further information refer to the advertisement columns 
on ee | Hospital, Connaught-road, E.—Res. M.O. At rate 
0 
Barbados General Hospital.—Jun. Res. Surgeon. £325. 
Birkenhead Infirmary. ied. ‘Supt. £1000, 
Birmingham, Selly Oak H O. At rate of £200. 
Blackburn, Queen’s Park Institution and I nfirmary.—Res. Jun. 
Asst. M.O. £150. 
Brighton, Royal Sussex County Hospital.—Cas. H.S. £120. 
Brisba - e800. Instruction Dept.—M.O. for Queensland. £600 
oO 
e, Addenbrooke’s Hospital.—Hon. Surgeon. Also Hon- 
SS) = i, om e of By, pu Dept. 
Cancer V.—H.S. At rate of £100. 
Also Clinical ahem | B8s0. 
v tee Royal Infirmary. —Ophth. H.S. and Anges 
e 50 
East Lp Memorial Hospital, Shrewsbury-road, E.—Aneesthetist 
eas. 
Evelina Hospital for Sick Children, Southwark, S.E.—H.S. 
_At rate of £120. 
Guildford, Royal Surrey County Hospital.—Secretary-Super- 
intendent. £500. 
Hospital for Consumption and Diseases of the Chest, Bremoten, 
[a Res. M.O. At rate of £150. Also H.P. 
Jun. H.P. for —,. Sanatorium. Each at rate of £50. 
Also Two 
Hove Hospital.—Res. ore 0. “— rate of £200. “ 
Hull a. Infirmary.—Asst. H.P. Also Cas, O. Each at rate 


me “royal Northern Infirmary.—H.S. At rate of £100. 
Tatton Hospital, Queen-square, W.C.—Hon. Asst. Physician. 
Lancaster al Infirmary.—Sen. and Jun. H.S, At rate of 
£175 and — res gua F 
ester, City General Hospital.—Sen. Res. M.O. and Deputy 
Med. Supt. £500. Two Consulting Phys. Each £100 gns. 
Consulting Radiologist. £50 gns. Also Two Anesthetists. 
Each 14 gns. per session 
L.C.C.—Asst. M.O.’s for "Wertous Hospitals. Each £350. 
Grade II. Asst. M.O.’s. Each £250. Also Temporary 
Asst. M.O. for St. Andrew’s Hospital, Bow, E. At rate 
of “. 


th 





ic ital, Gt. Ormond-street and Queen- 
square, W. C. —Surgeon for Diseases of the Eye. 
mane Hospital.—Hon. Consulting Physician and Gynz- 


gis’ 
Maidstone, Kent County Ophthalmic and Aural Hospital.—H.S. 
to Ear, Nose, and Throat. At rate of £200. 

Manchester, Ancoats Hospital.—U.S. At rate of £100. 
Manchester Children’s Hospital, Pendlebury.—Res. Med. and 
Surg. O. Each at rate of £125. 
Manchester Hospital for Consumption and ” nomen of the Chest. 

Res. ‘0. k for In-patient Dept. £200 
National ‘Temperance Hospital, H ampstead- road, N.W.——Hon. 
M.O._ (Radiologist). 
Norwich Infirmary.—Res. Asst. M.O. £480. 
Nottingham General H —H.S. At we of £150. 
Paddington Green Children’ "8 Hospital, W.—H.P 


- and H.S. 
Each at rate of £150. Also Clin. Asst. to Medical Out- 
Patients. 


Princess ay Kensington Hospital for Children, St. Quintin- 
avenue, Kensington, W.—Hon. Asst. Surgeon. 

Royal Army Miedioat Corps.—Commissions 

Royal Northern Hospital, Holloway, N. as P. At rate of £70. 

St. Bartholomew’s Hospital, E.C.—H.S. to Dental Dept. At 
rate of £80. 

St. Leonards-on-Sea, Buchanan Hospital.—Hon. Phys. 

St. Mary’s Hospital for Women and Children, Plaistow, E.—Res. 
and Asst. Res. M.O.’s. Atrate of £175 and £120 respectively. 

Samaritan Free Hospital for Women, Marylebone-road, N.W.— 
H.S. Atrate of £100. 

Sheffield University.—Chair of Physiology. £1000-£1200. 

South Eastern Hospital for Children, Sydenham, S.E.—Jun. Res. 
M.O. At rate of £120. 

Southend-on-Sea General Hospital.—Cas. O., H.P. and 2 H.S.’s. 
All at rate of £100. 

Staffordshire General Infirmary. —H.P. £150. 

Sunderland Royal Infirmary.—Two H.S.’8 and H.P. Each £140. 

West End Hospital for Nereous Diseases, 73, Welbeck-street, W. 
Hon. Orthopeedic Surgeon. 

Western Ophtha mic Hospital, Marylebone-road, W.—Sen. Res. 
and Jun. H.S.’s. At rate of £150 and £100 respectively. 

West London H ospital, Hammersmith, W.—Non.-res. House 
Officer. At rate of £150 

Westminster Hospital Anneze, 66, Fitzjohn’s-avenue, Hampstead. 
Res. M.O. £200. 

West Riding of Yorkshire County Council.—Asst. Tuberculosis 


Officer. £500. 
Ww —— General Hospital, Harlesden-road, N.W.—Asst. 
uu: 50 


Oo 
Welerhamgton Royal Hospital.--H.S. At rate of £100. 
York County Hospital.—Res. Anesthetist and Asst. H.S. £15. 
The Chief Inspector of Factories, announces a vacancy for « 
Certifying Factory Surgeon &t Histon, Cambridge. 


CHIPPENHAM Hosp!ItTaL.—Owing to the rapid growth 
of its work this institution has decided to drop the word 
““ Cottage.”’ Last year there were 394 in-patients as com- 


pared with 271 in 1931 ; there were 329 operations. Income 
exceeded expenditure by nearly £450. The weekly cost of 
an in-patient has dropped from £3 2s. 4d, to £2 4s. 9d. 
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NOTES, COMMENTS, AND ABSTRACTS 


NATIVE HEALTH AND NUTRITION IN 
NIGERIA 


In Nigeria a rapid extension of European influence 
is taking place, and the old tribal influences are 
becoming less important in controlling the modes 
and manner of the life of the native. If the effects 
of these increasing administrative and public health 
services are ever to be measured some “ base line ”’ 
is essential, some picture of present-day conditions 
by which progress can be assessed. The census of 
Nigeria, taken in 1931, included detailed studies of 
selected areas, and from the results of these it was 
hoped to supply this information. In an earlier 
volume! an intensive study was reported of four 
villages of the Northern Provinces; in a recently 
issued volume ? an account is given of the investiga- 
tions made in three southern areas—Abeokuta, 
urban and rural; Cameroons, forest and hill; and 
Arogbo, swamp.: The report is illuminating not only 
in its picture of the physical and social conditions 
of these areas, but also in its description of the 
difficulties encountered and the inevitable imperfec- 
tions of the results. For instance, a large percentage 
of the population evaded the medical census, associat- 
ing it with counting for taxation purposes, while in 
the case of leprosy, old age, and probably other 
crippling diseases, many of the people were not seen. 
For those that were available for interview and for a 
partial medical examination ‘considerable doubt 
remained that many lies were told.” 

In spite of these serious imperfections there can be 
no doubt that this inquiry has served a useful purpose. 
Without some such beginning no accurate and syste- 
matic collection of vital statistics will ever be built 
gradually up. The administrative and medical 
officers responsible have, at least, learnt wherein 
difficulties and inaccuracies lie, into what it is feasible 
to inquire, and in what way the method is capable 
of elaboration andimprovement. The present inquiry 
gives an excellent account of the living conditions, 
of the native medicine, and the customs in the selected 
areas. In the nearly complete absence of sanitation 
the main protection of the native so far, it is con- 
cluded, has been the low density of population and 
the purifying effects of the strong sunlight. That 
these native communities are not without vices that 
affect both the individual and public health is clear. 
In most areas there is stated to be over-indulgence in 
tobacco, while during the palm-wine season in the 
Cameroons the men in the forest country are more 
or less continuously drunk. ‘‘ They lead an epicurean 
existence of wine, women, and song.’’ From the 
data collected a fair estimate of the infant mortality- 
rate for Southern Nigeria appears to be about 300 
per 1000, the principal causes of this high mortality 
probably including congenital debility, incorrect 
feeding, broncho-pneumonia from exposure and living 
in a smoke-filled hut, infantile diarrhoea from impure 
water, and tetanus due to faulty methods in cutting 
the cord. The completed maximum fertility for 
women over 40 years of age is computed to vary for 
the several tribes between four and eight children, 
though some of the data are difficult to explain 
‘‘ except on the grounds that wholesale lies were told.”’ 
The general impression is that fertility in most areas 
is declining, and that gonorrhoea is playing an 
important réle. In various places adult males were 
questioned during the census on this point, and after 
confidence was gained roughly 50 per cent. admitted 
having or having had the disease. Information on 
syphilis was very vague, but the disease is believed 
to be less prevalent than gonorrhea. 

An account of the diet suggests an absence of 
vitamins A and D, an excess of carbonydrate, and a 


1 Census of Nigeria, 1931. Vol. v. Medical Census, Northern 
8. 


Provinces. By R. C. Jones. 1932. Pp. 92 
*Ibid. Vol. vi. Medical Census, Southern Provinces. By 
J.G.84Turner. 1932. Pp. 101. 


lack of animal protein; at ages over 40 about one- 
third of the population are classified as poorly 
nourished. Improvement could be effected by the 
introduction of new crops, as is now being carried out 
in the Cameroons. A minimum estimate of the 
death-rate is about 30 per 1000, and a more probable 
figure is in the neighbourhood of 40 per 1000. Figures 
collected by the administrative officers show that 
approximately 50 per cent. of children born do not 
survive to the age of 15 years. The disease incidence 
—i.e., of the sample of natives seen—is discussed in 
detail. It is concluded that epidemic disease is 
probably the major cause of morbidity and chronic 
ill-health, while yaws and venereal disease are the 
chief individual causes of sickness and lessened 
efficiency. Malaria in childhood causes much ill- 
health, but its importance as a cause of death is 
quite unknown; the adult population appears to 
obtain a relative immunity. 

However imperfect these figures may be, they are 
sufficient to indicate that there is no lack of scope 
for the activities of the medical officer. To aid in 
this work recommendations are included in this report 
of a fuller collection of vital statistics in suitable 
localised areas, of investigations into the incidence 
of venereal disease and into the native dietary, and 
of further propaganda work in sanitation. 


TRANSMISSION OF COLDS 


THE view is now widely accepted that colds are 
transmitted from one person to another while the 
first poor wretch is in the acute stage. Little direct 
evidence has been available to show whether infection 
is often conveyed during the period of incubation ; 
and, moreover, if the victims themselves are to be 
believed, which seems unlikely, the incubation period 
varies in different people. A recent observation by 
Perrin H. Long, Eleanor Bliss, and Harriet Carpenter ' 
is recorded for what it is worth in throwing light 
on both these debatable points. These observers, 
in the course of an investigation on upper respiratory 
disease, have been taking weekly cultures from the 
rhinopharynxes of chimpanzees. Attendants and 
observers put on masks and gowns and wash their 
hands thoroughly before visiting the animals, and 
these measures have usually been effective in pre- 
venting the spread of respiratory infections in the 
past. One of the three observers made the routine 
weekly throat cultures upon nine chimpanzees on 
the morning of March 14th, 1932. Accompanied 
by an attendant, she entered the cage of ape A, who 
allowed the culture to be taken without protest ; 
this was the third ape visited that morning, and 
cultures were subsequently taken from four others. 
In the afternoon two more apes were visited; the 
first of these, ape B, was a large recalcitrant female 
who had to be held down while the cultures were 
taken. By an oversight the observer had neglected 
to adjust her mask before entering the cage, and 
during the struggle her face came into close proximity 
with that of the ape. Before visiting the last ape 
of the series the observer adjusted her mask. 

On the afternoon of the next day she developed 
sneezing, lacrymation, and irritation of the con- 
junctiva, and by the following day was suffering from 
a typical severe cold which lasted a fortnight. On 
March 16th, two days after her visit to the cages, 
apes A and B developed nasal discharge and obstruc- 
tion, high temperature, and leucocytosis, and both 
passed through the typical stages of the common cold. 
Before March 14th both had been in good health 
and free from any respiratory infection for over two 
months, and none of the attendants or observers had 
shown signs of respiratory infection during March, 
until the observer who took the cultures on the 14th 
developed her cold. The bacterial flora from the 
rhinopharynxes of the two apes had been similar 


1A Note on the Communicability of Colds. Bull. Johns 


Hopkins Hospital, November, 1932. 
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and constant during the preceding month, and showed 
no demonstrable change either before or after the 
infection. 

Dr. Long and his collaborators, in discussing these 
events, remark that many people when suffering from 
colds are unable to remember any contact with a 
person similarly afflicted. They note that measles 
and chicken-pox are known to be highly infectious 
late in the incubation period or during the prodromal 
stages, and think that the results of their accidental 
experiment on these apes indicate that the common 
cold may also be infectious before the actual onset 
of symptoms. In both apes the incubation period 
appears to have been two days. It is interesting to 
note that while ape B might have been infected 
directly by the unmasked observer, ape A must have 
Teceived the infection through the mask. The 
authors claim no more from this accidental experience 
than the demonstration that ‘it seems possible that 
at times the common cold is transmissible during the 
incubation period.” 


AVERTIN AND THE LIVER 

Two recent papers referring to the effect of avertin 
on the liver provide an interesting contrast. Inthe one ! 
we see avertin harmless, although given repeatedly 
to the same person; in the other? it is apparently 
responsible for acute and fatal changes. The details 
of the second case may be briefly given. The patient, 
a woman of 23, was operated on for chronic appendi- 
citis, 80 mg. of avertin per kg. of body-weight being 
used as basal narcotic. The night before she had 
luminal, grs. 14, and half an hour before operation 
morphine, gr. $+, and atropine, gr. 1/150. Nitrous 
oxide and oxygen was the anesthetic employed. 
Glucose and saline solution were given per rectum 
soon after operation, and the patient awoke after 
three hours. Seven hours later she complained of 
pruritus, and then began to vomit. Restlessness, 
nausea, vomiting, and abdominal pain continued, 
and 28 hours after operation 500 c.cm. saline were 
given intravenously, with a litre of 5 per cent. glucose 
solution two hours later. Thirty-six hours after 
operation a nasal tube ,was passed into the stomach 
and a litre of ‘“‘ bile’? was removed. During the 
remaining eight hours of life another 1500 c¢.cm. of 
thick bile was removed through the tube. During 
the last 24 hours repeated stimulation was given 
with caffeine sodiobenzoate, and morphia was used 
for the restlessness. Forty-four hours after operation 
the patient died with a temperature of 109-1°. No 
autopsy was obtained, but the writer of the report 
argues that the great production of bile and the 
toxic manifestations indicate acute destruction of the 
liver, as in a rapid yellow atrophy without time for 
jaundice to develop. Peritonitis as a possible cause 
of the death he rules out because of the absence of 
distension and rapid progress to a fatal ending. The 
damage to the liver is attributed to avertin, no other 
cause being obvious, but the case cannot be regarded 
as conclusive in the absence of post-mortem evidence. 
In the other paper which has been mentioned, very 
definite evidence is given of the harmlessness of avertin, 
to some people at any rate. Here we find a man 
of 37 years who in consequence of a severe infection 
of the leg was dressed under avertin anesthesia on 
22 occasions, within a period of less than ten weeks. 
Functional tests showed no appreciable hepatic 
damage. There was an excess of urobilinogen in 
the urine after the eighteenth use of avertin, but 
this and the altered blood-sugar time curves are 
accounted for by the surgical condition of infection. 
The man eventually was able to walk with the help 
of a walking-stick. The authors of the paper believe 
that with no other form of anesthesia could the 
dressings have been accomplished with so little 
shock and discomfort. As a rule the patient slept 
about three hours after the dressing. 


1 McKim, L H., and Bourne, W.: Canad. Med. Assoc. Suite. ‘ 
February, 1933, p. 149. 
* Greeley, H., jun.: Med. Times and Long Island Med. 


Jour., February, 1933, p. 38. 
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WHAT’S WANTED 


THE Institute of Patentees has had the temerity 
to publish, at a time when labour-saving devices 
are at a discount, a third edition of a book, 1 containing 
a list of ‘‘ 895 needed inventions.’”’ It might well 
be that the materialisation of half the suggestions in 
this book would plunge us into a melancholia 
compared with which the present depression would 
seem a golden memory. Who, for example, can 
contemplate with equanimity the idea of launching 
on the market a lot of reeling, winding, warping, 
sizing, beaming, and dressing machines ? What’s 
wanted in a world discouraged by over-production 
would be rather the installation of machinery which 
works very slowly, and, like Penelope, destroys its 
own handiwork in the watches of the night, especially 
if each machine required a large number of men to 
minister to it. 

Only those inventions designed to lighten unpaid 
labour can be considered impartially at the present 
time, and these include labour-saving devices for the 
housewife. The Institute of Patentees is full of 
excellent suggestions for simplifying life in the home, 
ranging from a transparent oven door, through which 
food can be watched without loss of heat, to an 
appliance to wake, shave, bath, and dress a man ready 
to catch his train to town in the morning. 





Appointm ents 





MACKIE, F. P., Colonel I.M.S. (retired), has been appointed 
Pathologist - — Hospital for Tropical iseases, 
Endsleigh-garde 

MILLER, ARTHUR, Fl R. C.s. Eng., D.L.O., Hon. Assistant § 

Ear, Nose, and Throat Dept. of the French Hospital, c. 

TELFORD, E. D., B.Chir.Camb., F.R.C.S. Eng., Consulting 
Orthopeedic 8 on to the North Wales Sanatorium of the 
Welsh National Memorial Association. 


Births, Marriages, and Deaths 


BIRTHS 


Gorpon.—On March 25th, at Park-square West, the wife of 
Dr. Hugh Gordon, of a daughter. 

Jory.—On March 24th, at Hornsey-lane, Highgate, the wife of 
Norman Jory, F.R.C.S., of a son. 


MARRIAGES 
Daviss—Dain.—On March 25th, Maxwell Robert Vincent 
Daviss, B.Sc., Ass. Inst. C.E., of Edgbaston, to Phyllis 
Elizabeth Dain, M.B., Ch.B., M.R.C.S., L.R.C.P., younger 
daughter of Dr. and Mrs. H. Guy Dain, of Selly Oak. 


DEATHS 


AtcocK.—On March 24th, at Heathlands, Belvedere, Port 
Lieut.-Colonel Alfred William Aleock, C.I.E., F.R.S. 
LL.D., I.M.S. (retired). 

BATTERHAM.—On March 21st, at Chapel Park-road, St. Leonards- 
on-Sea, John Williams Batterham, M.B., F.R.C.S., in his 
74th year. 

Davigs.—On Sunday, March 26th, 1933, at Beaconstow, 
Exmouth, Devon, David Samuel Davies, M.D. Lond. 
LL.D. Bris., ». P.H.Cantab., late medical officer of health 
Bristol, aged 7 

HopGE.—On March 22nd, at Fazakerley Sanatorium, after a long 
illness, Alice D. M. Hodge, M.B., B.S., daughter of Herbert 
Hodge, aged 28. 

———~ ¥ -—On March 26th, in Dublin, Dr. H. T. Hodgkin, 

55 








age 

HUTCHINSON.—On March 27th, at Park-crescent, Portland- 
place, Jonathan Hutchinson, F.R.C.S., consulting surgeon 
to the London Hospital, eldest son of the late Sir Jonathan 
Hutchinson. 

Warp.—On March 25th, 1933, at Crouch Oak, Addlestone, 
Surrey, Allan Ogier Ward, M.D., aged 80 years. 


N. B.—A fee of 1. 6d. is charged for the insertion of Notices of 
Births, Marriages, and Deaths. 





1 What’s Wanted. London: Institute of Patentees. 1933. 
Pp. 65. Is. 


LEICESTER AND CouNnTy HospiraL SocreTy.— 
According to the annual report for 1932, in the 30 years 
of its existence this society has raised £777,635, of which 
£490,678 has been given to the Leicester Royal Infirmary. 
Last year’s income slightly exceeded £48,000, an increase 
of about £200, notwithstanding that more than 1000 firms 
ubscribed less than in 1931. 








